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GALLBLADDER DISEASE IN 





Since the beginning of the era of modern medicine, 
students have been taught that disease of the gallbladder 
is an affliction of the middle or later years of life. All 
physicians have heard variations of the “fair, fat female 
of 40.” It is well to indoctrinate medical students with 
such easily remembered maxims, but this particular 
aphorism is better forgotten, for it can lead to serious 
error. As an example, it was not unusual to read in the 
histories of the cases of gallbladder disease in the adoles- 
cent and young adult that are reported, “Age of patient 
against the diagnosis of cholecystitis, but... .” 

An effort was made to estimate as closely as possible 
the occurrence of disease of the gallbladder in adoles- 
cents and young adults seen in a community the size of 
Rochester, Minn., which has a population of approxi- 
mately 30,000. 

METHODS 


The records of all permanent residents of Rochester 
who had disease of the gallbladder and in whom the 
diagnoses were made at the Mayo Clinic for the first 
time during the years 1948 and 1949 were surveyed. 
The resulting estimate suffers in that all patients who had 
this disease in Rochester during those years were not 
seen at the clinic. Local physicians undoubtedly saw 
many such patients during this period. However, these 
records probably do include all instances in which 
cholecystectomy was performed on residents during those 
years. 

To be certain that the patients in this study actually 
had disease of the gallbladder, only those patients were 
included in whom gallstones were evident on roentgeno- 
graphic study or in whom pathological examination after 
operation proved the presence of cholecystitis. This un- 
doubtedly excluded many patients in whom medical 
management was used, such as those in whom nonfunc- 
tioning gallbladders were present without evidence of 
formation of stones after repeated roentgenograms and 
those in whom typical biliary colics had occurred but 
who had not undergone gallbladder roentgenography or 
operation. In the last group were a great many adoles- 
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cents and young adults who will in time have proved 
cholecystitis by the aforementioned standards. Also ex- 
cluded were patients who had metastatic carcinoma of 
the gallbladder and complications of diseased gallblad- 
ders, such as postcholecystectomy syndromes of choledo- 
cholithiasis, stricture, or spasm of the common bile duct. 
It should be noted that this report includes no patients 
who had “silent gallstones” who were less than 35 years 
of age. Such patients undoubtedly exist yet remain un- 
detected because of the absence of other diseases that 
would bring them to medical investigation, thus allow- 
ing incidental disclosure of the gallstones. 

The remaining patients were divided into four cate- 
gories: (1) those in whom cholecystectomies were per- 
formed; (2) those who were under medical management 
and who were currently symptomatic; (3) those who 
were currently asymptomatic; and (4) those who had 
primary carcinoma of the gallbladder. 

For interest, a survey was made of the records of all 
patients 25 years of age or less, resident or nonresident, 
who were operated on at the clinic during the years 1948 
and 1949 for diseases of the gallbladder. It was thought 
that by expanding the number of patients in this age 
group and limiting the patients considered to only those 
who had disease of the gallbladder proved by operation, 
we might obtain information concerning the frequency 
of congenital hemolytic icterus as a cause of disease of 
the gallbladder in young persons. 


RESULTS 


This study included 245 patients, of whom 154 had 
been operated on for cholecystitis, 65 were currently 
symptomatic and under medical management, 21 were 
asymptomatic, and 5 had carcinoma of the gallbladder. 
Analysis of the ages of these patients (see table) showed 
that cholecystic disease occurred in all age groups be- 
ginning with 15 years, a fact at variance with the common 
concept of the age incidence. It must be pointed out 
again, however, that this estimate suffers by the absence 
of many nonsurgical patients in all age groups. 
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The analysis shows that 3.3% of the patients were 20 

years of age or less, 2.9% were between 21 and 25 years 
of age, and 8.2% were between the ages of 26 and 30. 
Thus, 6.2% were 25 years of age or less, and 14.4% were 
30 years of age or less. In this latter combined group, 
the mean age was 24 years. The mean age of these pa- 
tients at the onset of symptoms of cholecystic disease 
was 18 years; thus disease of the gallbladder begins at 
an age that is even less than our figures would imply. 

The influence of the sex of the patient in cholecystitis 
is undeniable. Of the 240 patients who had noncarcino- 
matous cholecystitic disease, only 35 (14.6%) were 
males. The sex incidence is not wholly dependent on 
pregnancy, for of the 15 resident patients who were 25 
years of age or less, only 4 had been pregnant. 

While it is known that cholecystic disease is a compli- 
cation in more than 50% of patients who have congenital 
hemolytic icterus, it does not follow necessarily that a 
majority of adolescents and young adults who have 
cholecystitis also have congenital hemolytic icterus. 
Cholecystectomies were done in 1948 and 1949 on 40 
resident and nonresident patients who were 25 years of 
age or less; 3 were males. Two of these 40 patients pre- 
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was done. Pathological examination disclosed chronic ulcera- 
tive cholecystitis with multiple (seven) stones, each 2 mm, jp 
diameter. 


Case 2.—The patient was a 15-year-old girl who had had 
10 attacks of right subcostal pain with nausea and vomiting 
but little abdominal tenderness. During the last two attacks, 
pain had extended to the back. Her mother had noted galj. 
bladder colic at the age of 17 and had undergone cholecystec. 
tomy at the age of 28. Roentgenograms showed a functioning 
gallbladder with stones. Operation was postponed because the 
patient was obese. 

CasE 3.—The patient was a 25-year-old woman who. since 
the age of 6, had experienced many attacks of upper mid. 
epigastric pain. The pain was of sudden onset and was severe 
and colicky in nature; it often extended to the right scapula 
and was followed by nausea and vomiting. She recalled several 
such attacks during her years at grammar school, two during 
high school, and four in the previous four years. No history 
of jaundice was obtained. Each attack had required hypo. 
dermic injections for relief of pain. Residual pain in the 
epigastrium usually lingered for three days. Fever and leuko. 
cytosis had been present during the recent attacks. Gallstones 
had been found during roentgenography four years prior to 
registration at the clinic. Her brother had disease of the gall- 
bladder. Roentgenograms of the gallbladder taken during ex. 
amination at the clinic disclosed no abnormalities. The patient 
refused operation. 

















Diagnosis 15-20 21-25 26-30 
Cholecystitis; surgical treatment..................+. 6* 4 18 
Cholecystitis; medical treatment; symptomatic..... 2 2 








Cholecystitis; asymptomatic....................0000. 
ey Hr I oc cou capacecaceceupeccos 
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Age, Yr. 
76 or 
36-40 41-45 46-50 51-55 56-60 61-65 66-70 71-75 More Total 
14 15 17 21 13 13 4 li 
2 3 5 
2 2 3 3 2 4 1 


1 1 


11 2 
10 11 7 4 5 65 
1 3 
2 
1 





* One patient was 14 years of age. 










sented conclusive clinical, laboratory and pathological 
evidence of hemolytic disease in addition to cholecystitis; 
2 others had questionable evidence of hemolytic icterus. 
In one of these jast two patients, the spleen was removed; 
it was proved later that the patient had Hodgkin’s dis- 
ease of the bones. Thus, neither congenital hemolytic 
icterus nor pregnancy can be called a prime cause of 
cholecystitis in adolescents or young adults. 

The following cases are illustrative of histories that 
were encountered frequently during this study. We have 
been impressed by the occurrence of a family history of 
disease of the gallbladder in a majority of those cases of 
cholecystitis that we have seen. When such a familial 
background was not reported in a given case in this 
study, it usually represented failure to search for this 
valuable diagnostic aid. The report of Dixon and Owen * 
supports this opinion. 
















































































REPORT OF CASES 


Case 1.—The patient was a 14-year-old girl. One year prior 
to registration at the clinic, pain appeared in the right upper 
quadrant; this pain radiated to the right scapula and was asso- 
ciated with nausea, vomiting, and tenderness in the right 
upper quadrant of the abdomen. Three such attacks occurred 
during the year. No family history was recorded. Roentgeno- 
grams showed a nonfunctioning gallbladder. Cholecystectomy 









































i. Dixon, C. F., and Owen, H. W.: Cholelithiasis: Familial Predis- 
position, S. Clin. North America 32: 1177-1180 (Aug.) 1952. 





CasE 4.—The patient was a 27-year-old woman. Between 
11 and 14 years of age, the patient had noted dyspepsia after 
eating fried or fatty foods; this was associated occasionally 
with mild right subcostal nonradiating pain. She had experi- 
enced no difficulty again until the age of 19, at her first preg- 
nancy. At this time and during each of six pregnancies there- 
after, she had had one or two mild to severe attacks of typical 
gallbladder colic. During the last episode, which was severe, 
she had been jaundiced for the first time. No family history 
was recorded. Cholecystectomy was done. Pathological exami- 
nation disclosed subacute and chronic cholecystitis with mul- 
tiple stones; a stone was present in the common bile duct. 


This case illustrates cholecystitis present before but 
accentuated by pregnancy. 


Case 5.—The patient was a 40-year-old woman for whom 
a gallbladder diet had been prescribed at the age of 20 be- 
cause of attacks of pain in the upper part of the abdomen 
and gaseous distention with severe malaise; these symptoms 
were accompanied by a desire to vomit or belch but an in- 
ability to do either. Since then, she had experienced three to 
four attacks a year after meals. The distress was described 
as “discomfort which sits below the breastbone like a fist.” 
The duration of an attack was one to two hours. Through 
the years she had had dyspepsia after eating greasy foods, 
cabbage, or pork. The last acute episode had occurred after 
eating cabbage. She had been pregnant twice, at 19 and 2! 
years of age. Roentgenograms taken two years before registra- 
tion showed nothing abnormal. Roentgenograms taken at the 
clinic revealed a functioning gallbladder with stones. Her 
mother had “died of gallstones.” One sister and a brother had 
had cholecystectomies. Operation was refused by the patient. 
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This case demonstrates a 20 year history of probable 
cholecystic disease beginning in early adult years with 
jistress that Was moderate to severe on several occasions 
each year; in spite of this, the gallbladder was demon- 
grated roentgenographically to be functional at the age 


of 38. 

Case 6.—The patient was a 29-year-old woman who had 
epigastric colic at the age of 16; this occurred 
hree days post partum. The attack came after a meal of pork 
al beans. Later she had been told that she had disease of 
the callbladder. She had noted distress throughout the years 
after eating cabbage, onions, and uncooked apples. Frequent 
colics occurred, requiring hypodermic injections for relief of 
sain, A nonfunctioning gallbladder had been diagnosed by 
voentgenograms one year before registration at the clinic. 
since then She had experienced numerous colics, not being 
fee of Symptoms for more than a month at a time. She had 
tad almost continual colic during the six weeks before coming 
the clinic. Diffuse soreness in the right upper abdominal 
quadrant had been present; this was referred to the right sub- 
scapular region when most severe. Some nausea and vomiting 
and questionable chills but no jaundice or fever had been 
noted. Her paternal grandmother had had disease of the gall- 
bladder. 

Examination revealed a palpable gallbladder extending down 
to the level of the anterior superior iliac spine. Cholecys- 
rectomy was done. Pathological examination disclosed sub- 
acute and chronic cholecystitis with multiple stones ranging 
up to 2 cm. in diameter; hydrops of the gallbladder was 


present. 
This patient had refused operation for 13 years be- 
cause Of fear. 


had severe 


Case 7.—The patient was a 56-year-old woman. From the 
age of 17 and until the age of 30, she had experienced numer- 
ous attacks of severe epigastric pain that extended around 
the right subcostal margin to beneath the right scapula; the 
attacks lasted 10 to 20 minutes and occurred three to four 
times each month. From the age of 30 until 7 months before 
examination at the clinic, she had continued to have these 
episodes but at less frequent intervals. During the 7 months 
prior to registration, attacks occurred every 10 to 14 days. 
She had been extremely intolerant throughout the years to 
fried or greasy foods. Often she had noted dyspepsia and 
belching. She had been pregnant five times, first at the age 
of 21. Her mother, two sisters, and one daughter had had 
cholecystic disease. There was no history of congenital hemo- 
lytic icterus. Cholecystectomy was done. Pathological exami- 
nation disclosed chronic cholecystitis with multiple stones. 

This case demonstrates the human capacity to tolerate 
severe and limiting illnesses. The patient had a 39 year 


history of intermittent severe distress. 


COMMENT 

This study emphasizes the fact that cholecystitis 
occurs in adolescents and young adults. The value of 
early diagnosis and early surgical extirpation of the 
calculous gallbladder has been stressed sufficiently in the 
past. Too often age, infection, or formation of stones in 
the biliary tree and hepatic damage have increased need- 
lessly the surgical risk to the patient. 

The impression was obtained in the practice of one of 
us (L. A. §.) that the commonly used dictum of the 
“fair, fat female of 40” can lead to serious error. This 
impression appears to be confirmed by this study. Among 
the cases of disease of the gallbladder in adolescents and 
young adults just reported, such initial diagnoses were 
made as abdominal migraine, appendicitis (with not un- 
commonly an appendectomy), Meckel’s diverticulitis, 
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duodenal ulcer, hepatitis, pyelitis of pregnancy, nephritis, 
and functional abdominal pain. While such conditions 
occasionally can simulate cholecystitis and vice versa, it 
was clear in many instances that the diagnostician con- 
sidered that the possibility of cholecystitis occurring in 
such young patients was exceedingly remote. 

The concept of the “typical” or “classical” has its place 
in teaching the art of medicine. Dictums such as the one 
under attack are honest efforts to simplify learning in 
a difficult field. A majority of patients who have disease 
of the gallbladder are more than 40 years of age. But 
when nearly a third of patients are less than this typical 
age and when as many patients who have this disease 
are between the ages of 26 and 30 as are between the ages 
of 41 and 45, it is questionable whether this particular 
maxim has any real teaching value. Furthermore, when 
experienced physicians consider excluding the possibility 
of this common disease because the patient does not fit 
a pattern, it suggests that the pattern is too widely adver- 
tised and too rigidly considered. Therefore, this concept 
would be better forgotten. 


SUMMARY 
An effort was made to estimate as closely as possible 
the incidence of disease of the gallbladder in adolescents 
and young adults in a community the size of Rochester, 
Minn. A study was conducted of the records in 245 cases 
of cholecystic disease among permanent residents of 
Rochester in whom the diagnoses were made at the Mayo 
Clinic during the years 1948 and 1949. In addition, 
records were studied in 40 cases representing all patients 
25 years of age or less on whom cholecystectomies were 
performed in 1948 and 1949. Neither pregnancy nor 
congenital hemolytic icterus appears to play a large part 
in the production of cholecystic disease in adolescents 
and young adults. It is suggested that the dictum “fair, 
fat female of 40” as a concept of the typical patient who 
has disease of the gallbladder be abandoned, because it 
can lead to serious error. 





Appendicitis in Babies and the Aged.—Appendicitis occurring 
at the extremes of life may easily mislead us. A baby does 
not often get appendicitis, but when he does he cannot tell us 
much about it. He is sick and he yells, but all babies do that. 
The danger is that acute appendicitis in a baby very quickly 
goes on to general peritonitis, and general peritonitis in a 
baby is fatal. We can safeguard ourselves by making it an 
invariable rule never to leave our examination of a child com- 
plaining of abdominal pain without examining the right iliac 
fossa. Old people again are not very likely to suffer from 
acute appendicitis, but when they do the attack may be latent. 
. . . When they get colic and vomiting they have often had it 
before; they take a dose of salts or soda-bicarb and put a 
hot bottle on their tummies. When they feel as if they have 
a temperature they take a couple of aspirins. They are seen 
by the doctor when they have a large localized abscess. A 
fairly common story is that of an old man whose only com- 
plaint is of the frequent passage of stools containing little but 
blood and mucus. This story at once suggests a carcinoma 
of the rectum or pelvi-rectal junction, except that he has a 
temperature, has been ill for a fortnight only and has not lost 
weight. On putting a finger in the rectum, in place of the 
growth we expect, we find the doughy tender mass of a pelvic 
abscess bulging the anterior wall.—H. Ogilvie, M.D., Mislead- 
ing Cases, Medical World, November, 1953. 
































































SURGICAL 





The problem of common duct stones has been dis- 
cussed frequently in the past decade. That continued 
emphasis and discussion are advisable is suggested by 
the history of previous operation on the biliary tract in 
27% of our patients who had choledocholithiasis. Other 
authors have noted a similar incidence of previous, un- 
successful operations in patients with common duct 
stones." 

A group of 175 consecutive cases in which common 
duct stones were removed at operation by one of us 
(J. M. W.) during the period from 1940 to July, 1950, 
have been reviewed. The only cases discarded from the 
series were those in which choledocholithiasis was asso- 
ciated with tumors and strictures of the common duct or 
acute pancreatitis and the latter conditions were the pri- 
mary consideration, clinically and at operation. Although 
such a study does not provide data on the incidence of 
choledocholithiasis in patients undergoing cholecystec- 
tomy, the incidence has ranged from 10 to 16% at the 
Mayo Clinic in the past few years.° 


SYMPTOMATOLOGY 


The sex ratio was somewhat unusual, with 108 women 
and 67 men, a ratio of only 1.6 to 1.0. The ages of the 
patients ranged from 25 to 80 years and averaged 55.6 
years. 

Pain.—Typical biliary colic, severe enough to necessi- 
tate the administration of hypodermic injections for 
relief, was present in 125 patients (71.4%). Pain that was 
atypical in location but severe enough to require hypo- 
dermic medication (6 patients) and typical colicky pains 
of only moderate severity (7 patients) might well be in- 
cluded in the so-called typical biliary colic group because 
of the recognized variability of biliary tract pain (total 
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incidence, 79% ). In the 37 patients remaining, the pain 
was classified as atypical in location and occurrence jp 
21, and was essentially absent in 16 patients (9% ), 

A history of very frequent episodes of colic was q 
notable feature in very few patients of this series. Certain 
authors have stressed the importance of episodes occur. 
ring at intervals of 14 days or less as evidence of the 
presence of stones in the common duct.® 


Jaundice.—A clinical diagnosis of jaundice was made 
on admission in 86 cases, and in 36 of this group there 
was also a history of previous episodes of jaundice, A 
previous history of jaundice was noted for an additional 
28 patients. A total of 114 patients, or 65% of the entire 
series, thus gave a history or clinical evidence of jaundice. 
Thirty-five per cent had never been aware of any 
jaundice. 

The inadequacy of jaundice alone as an indication of 
the presence of common duct stones in cholelithiasis 
patients has been noted by many authors. The incidence 
of jaundice with choledocholithiasis has varied from 53 
to 76% in previous studies.* Jaundice has greater sig- 
nificance when accompanied by severe pain and inter- 
mittent acholic stools ° than when not so accompanied, 
and Buxton and Burk have stressed the importance of 
recent and frequent episodes of jaundice.** 

Conversely, the absence of jaundice is no guarantee 
of the absence of common duct stones. Thirty-five per 
cent of the patients in this series had no jaundice, similar 
figures from the literature ranging from 24 to 47%. 

Nausea and Vomiting.—Symptoms of nausea and 
vomiting occurred in 111 patients (74% of the 150 rec- 
ords in which their presence or absence was specifically 
noted). Nausea alone was noted in 19 instances, while 
no nausea or vomiting had occurred in 20 (13% ) of the 
patients. 

Chills and Fever and Acholic Stools.—Sixty-four pa- 
tients gave a history of chills and fever. Fever alone was 
reported in 18, and chills without positive evidence of 
fever in an additional 3 patients. A definite history of 
very light or clay-colored stools was obtained in only 
35% of the cases. 


ROENTGENOGRAPHIC FINDINGS 


Table 1 lists the results of the roentgenographic studies 
carried out on this group of patients. In interpreting the 
12 simple roentgenograms of the abdomen in which 
calculi were visualized, the roentgenologist suggested 
that the stones were located in the common duct in 5 
instances. 

Cholecystograms were not ordered in 85 cases, in 
49 because of the presence of jaundice too severe to 
expect an accurate roentgenogram and in 29 because 
of previous cholecystectomy. In seven patients the test 
was not carried out because of the presence of biliary 
fistulas or other complicating factors. The cholecysto- 
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orams were helpful in diagnosing the presence of chole- 
cystic disease in 89% of the 90 cases in which they were 
indicated. 

PREVIOUS BILIARY SURGICAL PROCEDURES 

Forty-seven patients (27% ) had undergone previous 
surgical procedures on the biliary tract or had had previ- 
ous exploration for complaints that eventually proved to 
be of biliary causation. Only three of these earlier proce- 
dures had been done at the Mayo Clinic, two of them 
having been cholecystostomies for very acute processes. 

Sixteen patients had had more than one biliary pro- 
cedure, One patient having undergone four operations 
previously. Davidson and associates reported a 39% 
incidence of previous biliary tract operations in a series 
of patients found to have stones in the common duct."* 

Cholecystectomy had been done in 29 patients. 
Only four of these patients gave a definite history of 
choledochotomy at the first operation, while four addi- 
tional patients had common duct explorations as sec- 
ondary procedures due to persistence or recurrence of 
symptoms. 

Cholecystostomy had been the initial surgical pro- 
cedure in 20 patients. Six of the 20 had undergone addi- 
tional operations on the biliary tract because of recurrent 
symptoms, one cholecystectomy alone, and two chole- 
cystectomy plus choledochotomy. 

Choledochotomy alone had been carried out in one 
additional case. Thus, among the 47 choledocholithiasis 
patients previously operated on, a total of only 11 had a 
definite history of exploration of the common duct. More 
significant is the observation that, of the 16 patients who 
had undergone multiple biliary surgical procedures, only 
6 patients (38% ) were known to have undergone ex- 
ploration of the common duct. 

Although these figures on choledochotomy are based 
on the patient’s history alone in certain instances, they 
serve to point out the frequency of this rather obvious 
indication for choledochotomy, the persistence or re- 
currence of definite symptoms such as biliary colic, jaun- 
dice, chills and fever, or prolonged drainage from the 
incision following previous biliary operative procedures. 

The 11 patients in whom the common duct had been 
explored previously thus represent the problem of over- 
looked or re-formed stones in the common duct. The 
symptoms are of interest in eight of these cases in which 
no modifying circumstances were present on admission 
(such as the presence of a T-tube or operative choledo- 
choduodenostomy). The onset of recurrent symptoms 
was within an average period of six and a half months 
following operation, and in all cases within two years. 
In four cases the symptoms recurred within a month fol- 
lowing operation, and in one case each the onset was 4, 
7, 12, and 24 months after operation. Severe biliary 
colic was noted in only three cases; jaundice had been 
present in six patients, nausea and vomiting in seven, 
and chills and fever in five patients. 

A history of prolonged drainage of bile from the in- 
cision postoperatively was elicited in 15, or approxi- 
mately one-third, of the 47 patients who had undergone 
previous exploration. Although the importance of this 
finding has been stressed in the diagnosis of strictures of 
the common duct, few authors have recorded its inci- 
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dence in those choledocholithiasis patients in whom any 
part of the extrahepatic biliary tract has been opened 
and in whom stones remain in the common duct. That 
an external biliary fistula will often heal within three to 
four weeks even in the presence of residual stones in the 
common duct has been pointed out by Hicken and asso- 
ciates.® Before discussing further the indications for ex- 
ploration of the common duct, let us briefly review the 
gallbladder and associated pathological findings that 
occur in such a series of patients with choledocholithiasis. 


ASSOCIATED PATHOLOGICAL FINDINGS 

In the 146 cases in which the gallbladder was present, 
the pathological findings were predominantly those of 
chronic cholecystitis with superimposed elements of sub- 
acute or subsiding acute cholecystitis. Acute cholecys- 
titis was reported in nine specimens. 

The gallbladder was found to contain stones in 122 
of the 146 cases. Review of the 24 cases in which stones 
were absent from the gallbladder revealed the following 
facts: Ten patients had previously undergone cholecys- 


TABLE 1.—Roentgenographic Findings 


No. of Per- 
Finding Cases centages 
Simple Roentgenograms of Abdomen 
Positive or strongly suggestive of stones.......... 12 25.5 
SOI Te BN 0505 kee serecdeecccsbevesss - 35 74.5 


EE cekakcunsdetcuwecdseiesanicunneneaseees 47 100.0 


Cholecystograms 
Normally functioning gallbladder 
Mis arinicnasscenyinsdacedsbeebenceees 3 8.3 
A cucaduweeinnhaetaxdeus vali y 10.0 


Nonfunctioning gallbladder 
EE MAG acaaabenkasnaes bache<sseaseses 41 45.6 
RP a GeGhatsseccseeskedeuse uses sana 17 18.9 


Poorly functioning gallbladder 
ee a iin kbdebesdiensbathserssossences 4 44 
Red Caw iet eked adaecceeasiseeanes shee 9 10.0 


Unsatisfactory examination......................085 


ED ceehadecidaderesseencestde so deos0unds 90 100.0 


tostomy with removal of the stones present in the gall- 
bladder, and in three of these patients external biliary 
fistulas had developed postoperatively through which any 
remaining stones might have escaped. Spontaneous in- 
ternal biliary fistulas (cholecystoduodenal) were present 
in 3 of the 14 cases in which operation was not done. 
The calculi in the remaining cases (11) had presumably 
escaped into the common duct. The latter situation rep- 
resents another indication for choledochotomy: a history 
of biliary colic or obstructive jaundice in the patient who 
exhibits.a diseased gallbladder roentgenographically and 
in whom the gallbladder is found not to contain stones 
at operation. This indication is subject to possible ex- 
ceptions by a history of previous cholecystostomy or 
development of internal biliary fistulas. 

Noted in two cases were markedly dilated gallbladders 
which were exceptions to Courvoisier’s well-known rule. 
Three patients who had undergone operation previously 
had remnants of a gallbladder, two of which contained 
stones. 





6. Hicken, N. F.; McAllister, A. J.; Franz, B., and Crowder, E.: 
Technic, Indications and Value of Postoperative Cholangiography, Arch. 
Surg. 60: 1102-1113 (June) 1950. 
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Biliary fistulas were present in 18 (10.3%) of the 175 
patients with stones in the common duct. These were 
cholecystocutaneous in four patients, all of whom had 
previously undergone a cholecystostomy. Cholecysten- 
teric fistulas were present in 11, 9 to the duodenum, one 
to the duodenum and colon, and one to the colon alone. 
Eight of these were spontaneous; three followed previous 
cholecystostomy. 


TABLE 2.—Incidence of Five Accepted Indications for 
Choledochotomy (175 Cases) 


No. of Per- 
Indication Cases centage 
PEE 08 tani eke bst cele decdedanedecenuandae 114 65.1 
Dilatation of the common bile duct............... 135 > een 
Thickening of the common bile duct............... 28 16.0* 
Stones palpable in the common bile duct.......... 45 25.7 
Multiple small stones in the gallbladder 
Without dilated cystic duct.................... 8 
74 
With dilated cystic duct............cccccccccese 5 





* Thickening of the duct wall is probably present in a much larger 
percentage of cases than is noted in this series. The finding is difficult 
to evaluate and was not specifically recorded in many cases in which 
dilatation was the predominant change. 


In two cases in which the previous operations included 
choledochotomy, fistulas later developed from the stump 
of the cystic duct to the skin. In the remaining case an 
accessory bile duct, which was presumably severed at 
previous cholecystectomy, acted as a safety valve for the 
obstructed common duct and a fistula developed from the 
accessory duct to the skin. This latter, isolated occur- 
rence serves to point out the clinical importance of the 
extrahepatic accessory biliary ducts that were of such 
size and location to be noted at operation in three pa- 
tients of this series, and which one of us found in 31% 
of a group of carefully dissected anatomic specimens.’ 

Associated pancreatitis was diagnosed at operation in 
56 of the 175 patients (32% ). McKittrick and Wilson 
noted a 10% incidence of pancreatitis in 100 cases of 
choledochotomy in which common duct stones were 
found in 52%.*” The process was chronic and of mod- 
erate to low grade severity in 48 patients in our series. 
Those cases in which the findings were equivocal or 
minimal are not included. Subacute pancreatitis was 
present in four cases, while the process was classified 
as a subsiding acute pancreatitis in four others. The serum 
amylase level was elevated in six of these eight patients, 
the serum lipase was elevated in one, and moderate fat 
necrosis was present in the abdomen in one. 

The true incidence of pancreatitis in association with 
choledocholithiasis is difficult to determine with accu- 
racy. Evaluation of low-grade pancreatitis by palpation 
of the pancreas alone is sometimes misleading, even to 
the experienced surgeon. The cases in which acute pan- 
creatitis was the outstanding feature clinically were not 
included in this study, as noted previously. 





7. Johnston, E. V., and Anson, B. J.: Variations in Formation and 
Vascular Relationships of Bile Ducts, Surg., Gynec. & Obst. 94: 669-686 
(June) 1952. 

8. Glenn.» Waugh.*4 Colcock.*” 

9. (a) Allen, A. W.: Diagnosis and Treatment of Stones in Common 
Bile Duct, Surg., Gynec. & Obst. 62: 347-357 (Feb.) 1936. (b) O’Shea, 
M. C.: Stones in Ductus Choledochus: Analysis of 2,602 Cases of Biliary 
Tract Disease at St. Vincent’s and Harlem Hospitals in Last 250,065 
Hospital Admissions, Am. J. Surg. 57: 279-293 (Aug.) 1942. Allen and 
Wallace.*« Colcock.* 
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INDICATIONS FOR EXPLORATION OF THE 
COMMON DUCT 

The evaluation of any single indication for explora. 
tion of the common duct is complicated by the presence 
of multiple indications in many cases. Table 2 presents 
the over-all incidence of five well-accepted indications 
for choledochotomy noted as significant in the 175 ex. 
plorations reviewed in which abnormalities were found. 

There is little disagreement regarding the first foyr 
indications, especially if more than one is present. With 
present-day methods the mortality resulting from chole- 
cystectomy has not been significantly increased by the 
addition of choledochotomy, particularly in those cases 
in which the exploration of the common duct has re- 
vealed no abnormality.* The factors that have caused 
choledochotomy to be associated with an increased mor- 
tality in the past are the prolonged presence of inter- 
mittent biliary obstruction, cholangitis, jaundice, and 
progressive hepatic damage plus multiple operative 
procedures. The increased mortality in the jaundiced 
patient has been noted previously.*@ 

In order to decrease further the mortality associated 
with common duct stones and their removal, we must 
set as our goal the careful exploration of every common 
duct about which any suspicion of choledocholithiasis 
exists. It has been well demonstrated that the higher the 
percentage of ducts explored at the time of cholecystec- 
tomy, the greater the number of patients found to have 
stones in the common duct.® 

Accepting a group of major indications such as those 
listed in table 2, the surgeon should not restrict his ex- 
plorations of the common duct to cases in which there is 
only this limited group of indications. Rather, a more 
comprehensive understanding of the changes associated 
with choledocholithiasis should be realized, and the less 
frequent indications, which may be the only basis for 
suspecting the presence of common duct stones in a 
given case, must be given greater emphasis. 

Additional indications that were present less fre- 
quently in this series were as follows: There was a his- 
tory of previous cholecystectomy with recurrence of 


TABLE 3.—Incidence of Single Indications Noted for 
Choledochotomy 


Single Indication Cases 
Dilatation of the common bile duct 
Palpable stone or stones in the common bile duct............ 
db cedeei@ibiiedehadeeeAseeey she bese bo0crevdeteeeoecews 
Multiple small stones in gallbladder 
inns ce csotamseulcedsdxhosxcenewrentesteowerens 
Recurrent symptoms, previous operation on gallbladder 
Very frequent attacks of biliary colic....................00005- 
Purulent bile escaped from cystic duct.................ccccceee 
Sediment noted in aspirated bile from common duct 


| EE ES ME ONS LD. COE Le OE ee 42 


* One of the five cases referred to in the text. 


definite symptoms in 29 patients. In 9 cases in which 
there had been recent, definite, biliary symptoms the 
gallbladder was found not to contain stones. Pancreatitis, 
noted on palpation of the gland, was a significant factor 
in four cases. A history of very frequent biliary colic was 
present in three cases. Persistent drainage of bile from 
the incision following a previous biliary operation was 
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joted as a Significant factor in two patients. The roent- 
sonogram revealed stones in the region of the common 
uct in one patient, and the history included frequent 
episodes Of chills and fever in one patient. 

The foregoing factors were not merely incidental ob- 
ervations, but in most instances were noted on the op- 
»ative report as significant factors in the decision to 
explore the common duct. Table 3 serves to stress the sig- 
sificance of certain of these indications in 5 of the 42 
(12% ) cases in which only one indication for explora- 
jon of the common duct was noted. 

Table 4 summarizes the data on 70 patients in whom 
only two indications were noted. It should be noted how 
the less frequent indications acted as confirmatory fac- 
iors for one of the commoner indications. 


COMMENT ON INDICATIONS 


The presence of stones in the common duct leads to 
changes of varying degree. Jaundice and dilatation of the 
common bile duct are primarily due to the obstruction of 
the flow of bile. It has been noted, however, that previous 
cholecystectomy or complete loss of function in the 
markedly fibrotic, contracted gallbladder will lead to 
dilatation of the common duct in many instances.’° 

With obstruction to the flow of bile, cholangitis often 
develops, causing chills and fever clinically, thickening 
and edema of the walls of the common duct, and further 
damage to the gallbladder. Cholangitis also favors fur- 
ther increase in the size of stones in the common duct, and 
is certainly a factor in the so-called re-formed stones that 
originate within the duct. 

The relationship of pancreatitis to choledocholithiasis 
and cholangitis has been observed repeatedly. The rela- 
tive importance of these latter conditions in the patho- 
genesis of pancreatitis continues to be controversial. Ex- 
ploration of the common duct is felt to be indicated in 
cholelithiasis patients in whom pancreatitis is noted at 
exploration, not only to rule out and correct any obstruc- 
tion at the ampulla but also to establish drainage of the 
common duct if the inflammatory process is marked. 

Needle aspiration of bile from the common duct is a 
useful procedure in the evaluation of possible cholan- 
gitis.'' Cloudy or turbid sediment-containing bile indi- 
cates the presence of cholangitis and obstruction, which 
is most commonly due to stones in cholelithiasis patients. 

Cholangitis may occasionally be present in the absence 
of obstruction sufficient to cause dilatation of the com- 
mon duct. Two such cases are represented by the last 
two items in table 3. A clinical diagnosis of cholangitis 
or the findings on aspiration of the common duct 
are thus important occasional indications for choledo- 
chotomy. 

Indications that remain for discussion include the ob- 
vious finding of palpable stones in the common duct. 
Negative findings on palpation do not of course com- 
pletely rule out the presence of stones, although mobili- 
zation of the duodenum will facilitate more accurate 
palpation of the terminal portion of the duct in the dif- 
ficult case. 

The presence of small stones in the gallbladder is a 
questionable, though occasionally helpful, indication. 
Buxton and Burk found stones in only one duct opened 
on this indication alone,** while stones were found in four 
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instances on this basis alone in our cases. Dilatation of 
the cystic duct or the presence of other suggestive fac- 
tors strengthens this indication greatly. We had no cases 
in which stones were found on the basis of a contracted 
gallbladder alone, an experience similar to that of 
others. ** 

The common duct was normal on inspection and pal- 
pation in 26 choledocholithiasis patients (15%). The 
size of the stones removed from these ducts was reviewed 
in order to rule out the possibility that stones in such 
ducts might be small, asymptomatic, and likely to be 
passed into the duodenum. In only 5 of the 26 were the 
stones described as minute in size or stony debris; they 
were multiple in all cases. In 15 of the 26 there were 
multiple stones and in 6, single stones of average (0.5 
cm.) to large size. In eight of these cases the stones 
were of sufficient size to be palpable but had caused no 
discernible changes in the duct. 

The stones removed from the common duct in the en- 
tire series of 175 patients were of moderate to large size 
in 159 and of very small size in 16 patients. The inci- 
dence of colic and jaundice in the latter group of patients 


TABLE 4.—Number of Cases in Which Two Indications 
for Choledochotomy Were Noted 


No. of 
Pair of Indications Cases 
Jaundice, plus dilated common bile duct................0eeeee 42 
Jaundice, plus palpable stones in common bile duct........... 7 
Palpable stones in dilated common bile duct.................. 8 
Small stones in gallbladder, plus dilated common bile duct... 4 
Empty gallbladder with biliary colic, plus dilated common 
cid bokbtugutasodeawhr enh niiad tos bieb0eieeses<snynceees< 3 
Small stones in gallbladder, plus jaundice..................... 2 
Fe SOS GE, He Ss vo vc nce vewsscccceesscnvcaes 1 
Recurrent biliary colic after cholecystectomy, plus dilated 
I, Be Cia nn ceunvennnkuh sss canecen suede senéeuvbaceis 1 
Recurrent biliary colic after cholecystectomy, plus jaundice... 1 
Pancreatitis plus dilated common bile duct.................06. 1 
70 


igh eS wbenendhednetdekinenssddcivadenseneseséescanseseten 


differed from that of the series as a whole. Colic was 
present in 13, jaundice in only 4 patients, with both symp- 
toms being present in only 3 of the 16 patients. Neither 
symptom had been present in two cases. 

The operative mortality rate in 175 positive explora- 
tions of the common duct was 3.4%. Five of the six 
deaths occurred between 1940 and 1945. Three were 
primarily cardiac deaths in patients with preexistent 
cardiovascular disease. Glenn has also recently reported 
a relative increase in cardiac deaths as infection becomes 
less of a problem.‘ Four of the patients had had previous 
biliary operative procedures, and four were jaundiced 
on admission or previously. The ages of the patients who 
died ranged from 41 to 80 years. The mortality was 
higher in men (3 in 67, or 4.5% ) than in women (3 in 
108, or 2.8% ), as noted in previous reports.*4 


SUMMARY AND CONCLUSIONS 
The records of 175 patients who had stones removed 
from the common duct by one of us (J. M. W.) are 
reviewed. The symptoms noted in this group included 





10. (a2) Benson, K. W.: Dilatation of Bile Ducts and Its Relation to 
Distress After Cholecystectomy, Am. J. Digest. Dis. 7: 1-2 (Jan.) 1940. 
(b) Womack, N. A., and Crider, R. L.: Persistence of Symptoms Following 
Cholecystectomy, Ann. Surg. 126: 31-55 (July) 1947. 

11. Colcock.*” O’Shea.*” Womack and Crider.*® 
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biliary colic in 79%, jaundice in 65%, nausea and 
vomiting in approximately 75%, and chills or fever or 
both in approximately 49% . Some degree of pancreatitis 
was present in 32% of the patients. The indications for 
exploration of the common duct are summarized for this 
group of patients and discussed individually. The patho- 
genesis and rationale of certain of the less frequent indi- 
cations are stressed. 

Common duct exploration should be carried out in 
association with cholecystectomy whenever any sus- 
picion of the presence of stones in the common duct 
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arises in the form of one or more of the indications dis. 
cussed. Further reduction in the mortality associated with 
common duct stones and their removal rests on the care. 
ful evaluation of results following choledochotomy jn pa- 
tients operated on for biliary tract disease or Pancreatitis 
Careful and thorough exploration of the common bile 
duct, with removal of all of the stones therein at the 
initial operation, would minimize the duration of changes 
such as obstruction, cholangitis, and progressive hepatic 
damage that cause secondary procedures to be asso. 
ciated with an increased risk. 
















'n 1933 the prevailing high mortality following opera- 
tions on the gallbladder in unselected cases was 9.6%. 
While it is true that in selected cases without complica- 
tions the mortality from removal of the gallbladder in 
experienced hands is around 1 or 2%, a mortality of 
around 10% is obviously excessive. A reduction of this 
mortality incidence is the objective of this paper. 

The postoperative complications that arise after scalpel 
cholecystectomy with drainage include unavoidable seep- 
age of bile, which acts as a poison in the peritoneal cavity; 
thrombosis and embolism induced by bile escaping into 
the peritoneal cavity; erosion of blood vessels with sub- 
sequent hemorrhage; the creation of atriums for the 
entrance of infectious micro-organisms; and, in the older 
persons particularly, acute dilatation of the stomach, 
biliary fistulas, and pneumonia. Theoretically, when 
doing a classic cholecystectomy, the surgeon covers the 
denuded surface of the gallbladder bed with peritoneum. 
Unfortunately, even the most skillful and experienced 

. surgeon cannot always accomplish this, and a large deep 
open wound in the gallbladder bed is often the result. 

After considering this problem for some time, I con- 
cluded that leaving the posterior gallbladder wall attached 
to its gallbladder bed and converting the former into an 
inert sterile tissue tampon might be a solution to the 
problem. Much experimental work followed. Electro- 
coagulation of the posterior wall, instead of the use of a 
scalpel for removal of the gallbladder, and substitution 
of a dry nonleaking surface for the usual discharging 
cavity was the result. Capillaries and blood vessels of an 
electrocoagulated area do not thrombose; instead, a 
recession of the column of blood, above and below the 
point of contact of the electrode, takes place within the 
blood vessel; the vessel walls coalesce with the con- 
tiguous, homogenous, hyaline-like structures. 


Since there exists some confusion and lack of distinc- 
tion between the terms cauterization, electrocoagulation, 
fulguration, and carbonization a note of explanation is 
in order. The firm application of an electrode of bipolar 
current to a tissue surface, with a current of proper volt- 
age and sufficient amperage permitted to pass through it, 
will, in a few seconds, dehydrate and coagulate the pro- 
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EXPERIENCE WITH ELECTROSURGICAL OBLITERATION OF 
THE GALLBLADDER 


teins within that tissue and turn it white. This is electro- 
coagulation. If, however, this same electrode is not very 
firmly applied or if a unipolar or even a bipolar apparatus 
is used in its place, a minute air space, technically desig- 
nated as a dielectricum, will intervene between the 
electrode and the tissue being treated. This causes spark- 
ing, with fulguration and carbonization, and cauteriza- 
tion is the result. The tissues will become blackened 
(carbonized) instead of white. If the electrode is again 
applied to such a carbonized tissue surface, the current 
will not penetrate further, so that coagulation of the 
underlying tissues will be impossible (fig. 1). 

In cauterization, the instrument brings the heat to the 
tissues from the outside. In electrocoagulation, the heat 
is generated within the patient’s body. Cauterized tissues 
slough. Tissues electrocoagulated inside the abdominal 
cavity are not thrown off or extruded as they would be 
from the body’s external surface. Electrocoagulated sur- 
faces within the abdomen develop “positive chemotaxis”; 
they attract any contiguous tissues covered with serosa 
(omentum, stomach, and bowels); electrocoagulated tis- 
sue becomes encapsulated and is. ultimately absorbed. 
Firm union between the coagulated gallbladder bed and 
the surrounding tissues is the result. 

Again, electrocoagulation of the posterior gallbladder 
wall and the gallbladder bed serves to prevent secondary 
hemorrhage because of the pressure exerted by the co- 
agulated tissue tampon on the gallbladder bed struc- 
tures. In other words, a secure sterile tampon covers the 
gallbladder bed, instead of the insecure open cavity that 
remains after classic cholecystectomy. This is the basic 
principle of what has now come to be known as electro- 
surgical obliteration of the gallbladder. During the more 
than two decades that have elapsed since I first reported 
this technique, a number of surgeons have described the 
use of electrosurgery in gallbladder operations. Without 
exception, however, their procedures have involved cau- 
terization or fulguration, not electrocoagulation. 

My aim is not to cauterize but to coagulate, to pene- 
trate deeply, not to crust the surface. Cauterization of 
the gallbladder limited to the mucous membrane (the 
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«calle: mucoclasis) does not eliminate the infected even embolism. Moreover, incomplete destruction of the 
Luschka’s glands of the gallbladder and chemical cauter- gallbladder wall leaves micro-organisms dormant in the 
ation ( carbolic acid, iodine, and so forth) is not effec- Rokitansky-Aschoff sinuses. 

tive. Destruction of only the mucosa by any method About 5,000 cases of electrosurgical obliteration of 






the gallbladder garnered from the literature and my own 
practice in the last 23 years showed a reduction of mor- 
bidity and mortality in unselected cases and all ages to 
about one-third of 1% 

















TECHNIQUE 
With the patient under subarachnoid block, or other 
suitable anesthetic, and placed in the Mayo-Robson po- 
sition, a thick pad is placed between the loins, and the 
lower thorax and upper abdomen are elevated to the de- 
A sired degree of lordosis. A large, flat, indifferent electrode 
is applied snugly over the patient’s sacrum. A straight 

paramedian incision is made, extending longitudinally 
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Fig. 1.—Diagram showing effects of electrocoagulation and of car- 
ponization. In A the degree and extent of electrocoagulation when correct 
technique is used is shown; 1, indicates area in wh-ch action is of greatest 
intens.ty and 2, marginal action extends for some distance from the border 
of the electrode. B, when improperly used, charring results immediately 
under the electrode. Such eschar insulates the area, and further effects 
of coagulation are frustrated; 1, d:electricum and 2, limitation of action 
(published with permission of J. B. Lippincott Company). 












Gallbladder opened 
, and contents 
evacuated 











Fig. 3.—A, redundant gallbladder portion clamped with ordinary 
Kocher artery forceps and removed with scissors and, B, cut edge of 
remaining portion of the gallbladder wall held in clamp and electro- 
coagulated (published with permission of J. B. Lippincott Company). 














from the lower costal margin to the level of the umbilicus, 
or lower, if need be. A segment of omentum is detached 
and placed in a receptable containing warm isotonic 
sodium chloride solution. All severed blood vessels in 
the omentum are carefully ligated, adjacent viscera are 
packed away from the operative field, and adequate ex- 
posure is assured. 

After the biliary passages have been examined (sur- 
gically explored wherever indicated) for stones or other 
pathological conditions, the gallbladder is aspirated. The 
cholecystoduodenal ligament is opened, and the cystic 
















Fig. 2.—The gallbladder has been split open from fundus to cystic artery and cystic duct are identified, ligated, and divided. 
duct, and the contents have been evacuated. Nonspilling bile container ” wail . 
shown in use (published with permission of J. B. Lippincott Company). The gallbladder contents are evacuated by aspiration 

into a gallbladder receptacle (fig. 2). By using ordinary 
leaves a charred eschar that, like all eschars overlying straight scissors, the gallbladder is opened longitudinally, 
burned surfaces, is a loosely attached foreign body, easily from above downward to, or even into, the upper portion 





detached, with resulting hemorrhage, thrombosis, or of the cystic duct. One-half of the gallbladder wall is 
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grasped with a Kocher artery forceps (straight or curved). 
Closing the forceps crushes the gallbladder wall and 
closes the blood vessels. The redundant portion of the 
gallbladder wall is then cut away with scissors. The pro- 
cedure is repeated on the opposite side. Now only the 
posterior wall of the gallbladder remains attached to the 
gallbladder bed (fig. 3). 








id 


Fig. 4.—Electrocoagulation of posterior wall of gallbladder (published 
with permission of J. B. Lippincott Company). 


A small electrode is now firmly applied to the ex- 
posed posterior wall of the gallbladder attached to its 
bed. The smaller the electrode, the quicker its action; 
the current will coagulate to any desired depth. The elec- 
trode should always be applied snugly to the gallbladder 
wall to avoid carbonization. A well-coagulated area will 


ro 





bs sacl 


Fig. 5.—Electrocoagulated edges of remaining portion of gallbladder 
united with interrupted sutures over which a detached portion of omentum 
on the falciform ligament is superimposed (published with permission of 
J. B. Lippincott Company). 


result (fig. 4). The remaining electrocoagulated edges 
of the gallbladder are approximated by interrupted or 
continuous fine absorbable catgut or linen sutures (fig. 5). 
After this is done, the section of omentum that was 
laid aside for this purpose at the beginning of the opera- 
tion is sutured over the coagulated gallbladder bed. One 
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suture above and one below usually suffices. A 







L@Ctive 
serous covering is thus provided for the gallb| te 
the operated area is now securely protected ag: seep. 
age (fig. 6). Satisfactory healing ensues with fir encap 
sulation and resorption. Drainage is unnecessa:, and js 





omitted. 





SUMMARY AND CONCLUSIONS 


The mortality following the classic cholecysiectomy 
in unselected cases remains high (around 10% ) despite 
the introduction of many new surgical safeguards, |p 
order to reduce morbidity and mortality, a method of 
electrocoagulation of the posterior gallbladder wall was 
evolved to replace the classic scalpel removal of the 
gallbladder. This substitutes a dry, nonleaking surface 
for the discharging cavity remaining after classic chole. 
cystectomy and reduces morbidity and mortality dras. 
tically. 
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Fig. 6.—Free segment of omentum used to cover electrocoagulated area 
(published with permission of J. B. Lippincott Company). 














Electrocoagulation is differentiated from fulguration, 
carbonization, and cauterization with which it is con- 
fused. The aim of the operation described is not to cau- 
terize, but to coagulate, to penetrate deeply, not to crust 
the surface with a charred eschar, and to eliminate the 
diseased gallbladder tissue completely and thereby leave 
no foci of infection in the depth of the glands or danger 
from hemorrhage from incompletely closed blood ves- 
sels, leakage of bile, and open atriums for ingress of in- 
fectious matter. The present relatively high mortality fol- 
lowing cholecystectomy in unselected cases can be greatly 
reduced, the morbidity curtailed, and the safety of the 
operation for elderly and debilitated patients much it- 
creased by employing the procedure outlined, electro- 
coagulation, in place of the classic scalpel technique. 


850 W. Irving Park Rd. (13). 


































» 1954 


lective 
-T bed: 
t Seep. 
eNncap- 
and js 


ectomy 
despite 
rds. In 
hod of 
all was 
Of the 
surface 
chole- 
) dras- 


















vol. 154, No. 9 





Congenital anomalies are often multiple and tend to 
occur in certain combinations. Polycystic kidney disease 
is frequently found with anomalies involving other organs 
of the body, such as cysts of the liver or pancreas. An 
association reported a number of times, but not given 
much clinical emphasis, is that of polycystic kidney dis- 
ease and aneurysm of the circle of Willis. The reports of 
this combination have appeared mainly as necropsy 
findings,! the patients dying either of subarachnoid 
hemorrhage from rupture of the aneurysm or of renal 
failure from polycystic kidney disease. Recognition of 
the combination prior to death has been unusual, but, 
with present roentgenologic techniques, the diagnosis 
can be established and definitive treatment instituted 
after the appearance of symptoms. 

During the past two years, three patients have been 
seen at the Cleveland Clinic with congenital aneurysm 
of a cerebral artery and polycystic kidney disease. All 
three were relatively young and entered the hospital be- 
cause of symptoms of subarachnoid hemorrhage. The 
first patient of the series died shortly after admission to 
the hospital in August, 1950, of a massive intracerebral 
hemorrhage. His history, although brief, is typical of the 
majority reported in the literature. 


REPORT OF CASES 


CasE 1.—A 29-year-old man experienced a severe headache 
behind the bridge of his nose followed by a generalized con- 
vulsion one week prior to entry. Four similar episodes occurred 
during the next few days, accompanied on one occasion by 
stiffness of his neck and vomiting. His previous health had been 
excellent, and there was no family history of kidney disease. 
Physical examination revealed a temperature of 100.5 F, pulse 
rate 110, respirations 25, and blood pressure 128/75 mm. Hg. 
At the time of entry he complained of severe headache but was 
amnesic concerning his illness. Nuchal rigidity was present. 
Shortly after admission to the hospital he had a generalized 
convulsion with opisthotonos. Lumbar puncture revealed bloody 
spinal fluid with a pressure of 350 mm. H.O. A few hours later 
the patient lapsed into coma and died. 

At necropsy polycystic kidneys were found, the right weigh- 
ing 287 gm. and the left 247 gm. Examination of the circle of 
Willis showed a small “berry” aneurysm arising from the junc- 
tion of the anterior communicating and left anterior cerebral 
arteries. The tip of the aneurysm had ruptured (fig. 1). From 
this point of rupture a dissecting hemorrhage passed through 
the right frontal lobe and basal ganglions into the right lateral 
ventricle and filled the ventricular system. A large zone of 
encephalomalacia surrounded the hematoma. The obvious 
symptoms of subarachnoid hemorrhage in this case suggested 
the diagnosis of berry aneurysm. There was no clue in his 
history or physical examination of congenital polycystic kidney 
disease. 

CasE 2.—This patient, a 27-year-old man, was not known to 
have either anomaly prior to hospitalization, although he had 
had high blood pressure for several years and a family history 
of kidney disease. He entered the hospital in September, 
1952, because of headaches and vomiting. Nine days previ- 
ously a severe, generalized, throbbing headache with vomit- 
ing had suddenly developed. His physician found a blood 
pressure of 180/130 mm. Hg and a stiff neck. Lumbar puncture 
disclosed bloody spinal fluid with increased pressure. The history 
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revealed that in 1944, eight years prior to entry, he was re- 
jected by his draft board because of hypertension. In recent 
years he had experienced several episodes of headache and 
vomiting, but none of the intensity that led to his hospitaliza- 
tion. He had no history of renal disease, but his father had died 
of renal disease and his only brother was known to have it. 

Positive physical findings consisted of blood pressure of 
210/140 mm Hg, constriction of the optic vessels, and a pal- 
pably enlarged left kidney. Urinalysis showed a trace of al- 
bumin and both red and white blood cells. The blood urea 
level was 21 mg. per 100 ml. A plain roentgenogram of the 
abdomen showed a normal right renal outline, but the left was 
enlarged. On intravenous urography both kidneys functioned 
well, and the right renal pelvis and calices appeared normal. 
There was elongation of all the calices of the left kidney, with 
some widening and distortion. It was believed that the patient 
had polycystic kidney disease and that the subarachnoid hemor- 
rhage was probably from a congenital aneurysm of the circle of 
Willis. 
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Fig. 1 (case 1).—Congenital berry aneurysm of the circle of Willis 
arising from the junction of the anterior communicating and left anterior 
cerebral artery, An asterisk marks the neck of the sac. The inset shows 
the sac and point of rupture. 


Retrograde pyelograms confirmed the previous findings in 
the left kidney and also demonstrated suggestive changes of 
polycystic disease in the right kidney (fig. 2). A few hours after 
cystoscopy the patient suddenly became unconscious, and no 
blood pressure was obtainable. He had dilated fixed pupils, 
respiratory failure, and bilateral Babinski responses. Artificial 
respiration was started, and the blood pressure was supported 
with phenylephrine (Neo-Synephrine) hydrochloride infusion. 
Lumbar puncture revealed clear fluid with a pressure of 410 
mm. H.O. Immediate, bilateral, internal carotid arteriograms 
were carried out, but the dye did not pass beyond the level of 
the sella turcica. Exploratory trephination was performed, and 
a hematoma was evacuated from the right frontal lobe. The 
patient’s condition did not improve, and life was maintained 
for only a few hours by the respirator. 

At necropsy bilateral polycystic kidneys were found, the left 
being twice the size of the right (fig. 3). A congenital aneurysm ‘ 
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of the right middle cerebral artery had ruptured; the resulting 
hemorrhage had dissected through the cerebral substance into 
the right lateral ventricle. Focal necrosis of the pons and mid- 
brain was present. Histological sections of the aneurysm showed 
the wall to be of variable thickness and composed of fibrous 
tissue only. A focus of necrosis was present at the site of 
rupture. 
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Fig. 2 (case 2).—Retrograde pyelogram showing enlargement of left 
kidney with elongation, widening, and distortion of all calices. Right 
kidney shows only minimal roentgenographic changes. 






















Case 3.—This patient, a 40-year-old woman, was known to 
have symptomatic polycystic renal disease for one year before 
symptoms of the intracranial aneurysm appeared. She was seen 
in July, 1951, with gross hematuria, right flank pain, and fever. 
There was no family history of kidney disease. On examination 
her blood pressure was 130/65 mm. Hg, and large tender 
masses were felt in both flanks. The urine contained many red 
and white blood cells, but culture was sterile. The blood urea 
was 24 mg. per 100 ml. Roentgenographic studies showed 
enlarged renal outlines, with elongation and distortion of all 
calices characteristic of polycystic kidney disease (fig. 4). Trans- 
lumbar aortography demonstrated distortion of the renal arterial 
system corresponding to the caliceal distortion. With bed rest 
and antibiotics she recovered from the bleeding and infection 
and returned to her home. 


A year later she experienced sudden, severe, transient head- 
ache associated with stiffness of the neck. Two weeks later she 
had a generalized convulsion followed by right hemiparesis and 
aphasia. On this occasion, a lumbar puncture disclosed bloody 
spinal fluid under high pressure. On arrival at the hospital she 
was found to have a stiff neck, right hemiparesis, and a dilated 
right pupil. The blood pressure was 130/95 mm. Hg; the blood 
urea level was 24 mg. per 100 ml., and the urine contained only 
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a few white blood cells. Three days after entry a s 


head. 
ache developed, with temporary respiratory arrest coma 
A week later a left carotid arteriogram showe small 
aneurysm on the medial aspect of the internal cared artery 


just below its bifurcation. There was dislocation of t! anterig, 
cerebral artery indicating an intracerebral clot (fig. 5). With the 
patient under thiopental (Pentothal) and hypotens spinal 
anesthesia, a left frontal craniotomy was performed and , 
hematoma was aspirated from deep within the frontal lobe 
The aneurysm was found lying on the optic nerve. A silver ¢| 


ver Clip 
was placed across the base of the aneurysm, leaving the cereby 
circulation intact. 
The patient gradually regained her speech and use of he 


right side, but partial amnesia for the two year period prior to 
operation was still present one year later. Although she has 
polycystic kidneys, their function is apparently adequate to 
maintain good health, as her blood urea level has remained nor. 
mal and the urea clearance test shows 75% of normal function 
Because of the abundance of symptoms, signs, and roentgeno. 
graphic findings, it was not difficult to establish a diagnosis of 
polycystic kidney disease and congenital aneurysm in_ this 
patient. 
COMMENT 

The majority of intracranial aneurysms are believed 
to be of congenital orgin and are distinctly saccular in 
shape.* They are known as “berry” aneurysms because 
of their shape and smooth, dark coats.* They most fre- 
quently appear at or near the bifurcation of the larger 
cerebral arteries, occurring four times as often in the 
anterior half as in the posterior half of the circle of Willis, 
Congenital aneurysms are usually single but may be 
multiple. The origin of these berry aneurysms is not 
definitely known; they may develop because of congenital 
defects of the media, with thinning out of the elastica,' 
or because of persistent remnants of the embryonic 
capillary network.® The former mechanism is favored. 
The arteriosclerotic aneurysm is much less common and 





Fig. 3 (case 2).—Both kidneys are studded with cysts, the left weighing 
560 gm., the right 230 gm. 


is usually a fusiform dilatation of one of the major vessels 
of the circle of Willis.° Various degrees of arteriosclerosis 
are usually evident in its walls. 

Polycystic kidney disease is known to be congenital! in 
origin and consists of an extensive involvement of the 
parenchyma of both kidneys by cysts of varying sizes. It 
can be recognized in newborn infants, but it usually be- 
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comes ¢ vident in the middle decades. There is a definite 
endenc\ for this malformation to be familial, although 
olated cases may appear. This familial tendency is of 
diagnostic aid. An excellent description of both the infan- 
‘ile and the adult type is presented by Lambert.’ 

In 1951, Brown * summarized the previous reports of 
patients who had the combination of polycystic kidneys 
and intracranial aneurysm; to these he added seven other 
patients, one of whom was suspected of having the coex- 
isting anomalies before death. In 11,245 autopsies, he 
found 36 cases (0.32% ) of polycystic kidneys and 148 
cases (1.3% ) of cerebral aneurysms. Six patients were 
discovered to have both anomalies, the relationship being 
present in 4% of cases of intracranial aneurysm and in 
16.6% of cases of polycystic kidney disease. These six 
patients died of subarachnoid hemorrhage from or asso- 
ciated with aneurysms. Unfortunately, the brain was 
examined in only 16 of the 36 patients with polycystic 
kidneys. Brown concluded that the two anomalies are 
associated more frequently than would occur by chance. 
He believed the two anomalies have a common etiology 
and are of congenital origin. Two earlier reports are also 
pertinent. Suter ° in 1949 reviewed 5,960 autopsies and 
found 23 cases of ruptured congenital aneurysm and 4 
that were unruptured. In the same series were five cases 
of polycystic kidney disease, and two of these patients 
had died of ruptured intracranial aneurysm. Sahs '° in 
1950 reported 60 cases of intracranial aneurysms verified 
by necropsy and found 4 instances of associated poly- 
cystic kidneys. 

Since Brown’s report, Hamby *” reviewed his experi- 
ence with 86 patients who had proved aneurysms, 3 
of whom had polycystic kidneys. Bigelow *' also de- 
scribes three patients who had the combination of 
anomalies. The reported total of patients in whom these 
anomalies are known or probably coexist is 44, to which 





Fig. 4 (case 3).—A, enlarged renal outlines with elongation, widening, 
and distortion of all calices characteristic of polycystic kidney disease. 
B, translumbar aortogram. Note that arterial system spreads out evenly 
over each kidney. 


we are adding 3. One of our patients is the first with 
this combination of conditions to have undergone suc- 
cessful surgical correction of the aneurysm. Bigelow 
presents statistics from the Albany Hospital that com- 
pare closely with those of Brown. In 8,892 necropsies, 47 
cases of congenital berry aneurysm were found, in 3 
of which polycystic kidneys were also found (6.4% ). 
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Three patients of 18 with polycystic kidneys had intra- 
cranial aneurysms (16.6% ). 

It is noteworthy that most of these reports indicate 
that the patients with the combined anomalies die from 
rupture of the intracranial aneurysm and that the poly- 
cystic kidney disease is frequently an incidental finding 





Fig. 5 (case 3).—Cerebral angiogram showing small aneurysm arising 
from the medial aspect of internal carotid artery below its bifurcation 
Ihe anterior cerebral artery is pushed beyond midline indicating an 
associated intracerebral hematoma. 


at autopsy. Relatively few died of renal failure with an 
unruptured congenital aneurysm being found at exami- 
nation of the brain. In Brown’s report, 8 (22.4% ) of the 
36 patients with polycystic kidneys died of subarachnoid 
hemorrhage. Bell,’? on the other hand, states that the 
incidence of cerebral hemorrhage in patients with poly- 
cystic kidney disease is so low that it may be regarded as 
an independent disease. At the Cleveland Clinic ** there 
have been 94 patients with polycystic kidney disease, 
15 of whom are known to have died. The majority of the 
fatalities were caused by renal failure. Five have come 
to necropsy here: two of these died of hemorrhage from 
ruptured intracranial aneurysm; one died of renal failure 
and was found to have a fusiform dilatation of the junc- 
tion between right anterior artery and anterior communi- 
cating artery; and two others died presumably of renal 
failure, but permission for examination of the brain was 
not granted. 





7. Lambert, P. P.: Polycystic Disease of Kidney, Review, Arch. Path. 
44: 34-58, 1947. 

8. Brown, R. A. P.: Polycystic Disease of Kidneys and Intracranial 
Aneurysms. Etiology and Interrelationship of These Conditions: Review of 
Recent Literature and Report of Seven Cases in Which Both Conditions 
Coexisted, Glasgow M. J. 32: 333-348 (Dec.) 1951. 

9. Suter, W.: Das kongenitale Aneurysma der basalen Gehirnarterien 
und Cystenieren, Schweiz. med. Wchnschr. 79: 471-476 (May 28) 1949, 

10. Sahs, A. L.: Intracranial Aneurysms and Polycystic Kidneys, Society 
Transactions, Arch. Neurol. & Psychiat. 63: 524 (March) -1950. 

11. Bigelow, N. K: Association of Polycystic Kidneys with Intracranial 
Aneurysms and Other Related Disorders, Am. J. M. Sc. 225: 485-494 
(May) 1953. 

12. Bell, E. T.: Renal Diseases, ed. 2, Philadelphia, Lea & Febiger, 1950 

13. Higgins, C. C.: Bilateral Polycystic Kidney Disease: Report of 94 
Cases, Arch. Surg. 65: 318-329 (Aug.) 1952. 

















744 





PREVENTION 


It is interesting to compare the relationship of intra- 
cranial aneurysm to polycystic disease and coarctation 
of the aorta. The incidence of polycystic renal disease 
from combined autopsy statistics reported by Bell !? is 
1 in 351. The incidence of coarctation of the aorta from 
autopsy records as reported by Reifenstein ‘* is 1 in 
3,000; of 104 cases of coarctation of the aorta, 5 (4.8% ) 
had ruptured intracranial aneurysm. Wright ** collected 
304 cases of coarctation of the aorta and found that 16 
had intracranial aneurysm (5.2% ). The association of 
polycystic kidneys with berry aneurysm appears to be 
commoner (16% ) on the basis of autopsy series previ- 
ously mentioned. 


SUMMARY AND CONCLUSIONS 


Three patients with the combination of congenital 
intracranial aneurysm and polycystic kidneys are re- 
ported on, making a total of 47 such cases in the literature. 
The association of these two congenital anomalies ap- 
pears to be commoner than is generally realized. One of 
our patients (case 3) with the combination of anomalies, 
in whom the diagnosis of bleeding intracranial aneurysm 
was established, successfully underwent surgical correc- 
tion of the aneurysm. Patients known to have polycystic 
kidneys who manifest migraine headache or symptoms of 
cerebrovascular accident should be promptly investigated 
if intracranial aneurysms are to be discovered in time to 
offer a chance for survival from hemorrhage. This is 
especially true in those who have a favorable life expec- 
tancy in terms of renal reserve. 


2020 E. 93rd St. (Dr. Poutasse). 
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The General Practitioner and Mental Hygiene.—There are in- 
fluences bearing upon every individual as he grows and 
develops, probably most significantly during infancy and child- 
hood, though personality maturation does not cease at ado- 
lescence. The practitioner and the health officer will need to 
be concerned, both in the treatment and the prevention of 
personality disorders, with cultural pressures on tne individual, 
both as felt in the community and as transmitt:d from gen- 
eration to generation. The material used in pers.nality struc- 
ture is not complicated—it consists of the homely things of 
everyday life and of the individual’s reactions to them. There 
is much still to be understood about how that marvel of 
complexity yet efficiency, the human nervous system, combines 
and integrates experiences, but it does so by conscious and 
unconscious memories that make the personality of the moment 
interpretable in terms of past experiences. In the diagnosis 
and treatment of patients who have functional disorders, with 
or without organic disease, these building stones of personality 
will have to be examined, the data being obtained from the 
original and exclusive source—the patient. Prevention of many 
personality disorders will consist in attempts to insure the 
maintenance of healthy, appreciative attitudes between children 
and their parents and those who stand in loco parentis from 
time to time. Dealing with these matters enhances the satis- 
factions of the practice of medicine and can result in the alle- 
viation of psychiatric symptoms and, we hope, in the prevention 
of personality breakdown.—P. V. Lemkau, M.D., The Role 
of the Private Practitioner and the Public Health Officer in 
Mental Health Problems, North Carolina Medical Journal, 
November, 1953. 
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USE OF HYALURONIDASE TO PREVEN ; 
URINARY CALCULI 


REPORT OF A CASE IN WHICH STONE 
RECURRENCE WAS FACILITATED BY 
HYALURONIDASE THERAPY 


Edwin L. Prien, M.D., Brookline, Mass. 


In 1951 Butt ' reported clearance of turbidity of the 
urine of persons predisposed to calculus formation after 
the subcutaneous injection of the enzyme hyaluronidase. 
In 1952 the same author,” in association with Hauser 
and Seifter, published further studies on the mechanism 
of this phenomenon and also reported its use in the pre- 
vention of recurrence of urinary calculi. It was stated 
that the subcutaneous injection of hyaluronidase results 
in the release of hyaluronic acid from the subcutaneous 
connective tissues and its excretion in the urine in q 
degraded or hydrolyzed form in which the individual 
particles act as protective colloids. The protective colloid 
“not only disperses crystalline matter already present but 
also inhibits the formation and growth of new crystalline 
matter.” * 

The importance of the urinary colloids in increasing 
the solubility of the stone-forming crystalloids has been 
debated for many years. What the proponents of the 
colloid theory were able to prove to make their point 
was quite as convincingly disproved by those who be- 
lieved that colloids had nothing to do with the matter. 
Most of the recent workers have concentrated their 
efforts on the urinary crystalloids in their efforts to pre- 
vent stone formation in the urinary tract. The discovery 
of Butt has shifted attention to the colloids rather than 
the crystalloids as possible important factors in stone for- 
mation and prevention. 

The originality of Butt’s observation, its apparent 
plausability, and the enthusiastic nature of the early 
clinical reports have resulted in considerable interest 
among physicians. A glowing and inaccurate report by 
two staff writers of a popular lay magazine with a very 
large circulation caught the public eye this past winter, 
so that patients in whom stones form have been demand- 
ing hyaluronidase therapy. Since such therapy involves 
a preparation (hyaluronidase) that physicians have been 
using with almost complete impunity to facilitate the 
spreading and absorption of hypodermoclysis fluids, it is 
obvious that physicians should be willing to try hyalu- 
ronidase for stone prevention without too much consid- 
eration, either for its safety or its efficacy. To date I 
know of no published reports on hyaluronidase therapy 
for renal calculus except those of Butt and his co- 
workers. 

From Newton-Wellesley Hospital, Newton Lower Falls, Mass. 

1. Butt, A. J.: Influence of Protective Urinary Colloids in Prevention 
of Renal Lithiasis: Preliminary Report, J. Florida M. A. 37: 711-713 
(May) 1951. 

2. Butt, A. J.; Hauser, E. A., and Seifter, J.: Effect of Hyaluronidase 


on Urine and its Possible Significance in Renal Lithiasis, J. A. M. A. 
150: 1096-1098 (Nov. 15) 1952. 
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This paper is the result of an 18 months’ study of the 
effect ol :yaluronidase on the stone-forming crystalloids, 
both on ‘he basic science and clinical levels, and includes 
ihe repo't of an unfortunate complication resulting from 
guch therapy. The study is consequent on a previous 
etudy ® of the crystals of urinary sediments and urinary 
calculi and of the stone-forming process, in which the 
structure and composition of calculi, from the standpoint 
of crystallography, were correlated with the clinical his- 
tory of patients from whom stone had been obtained. 
it seems logical to evaluate the effects of hyaluronidase 
on the previously determined characteristic crystal 
morphology and related phenomena of the stone-form- 
ing process after subcutaneous injection of the enzyme 
in patients predisposed to calculus formation and in 
normal persons. 

Briefly stated, Butt and associates have found that 
subcutaneously administered hyaluronidase, mixed with 
isotonic sodium chloride clears the turbid urine of pa- 
tients in whom calculi form of sediment for periods of 
time varying from 24 to 72 hours. It should be stated 
that the concern here is with the turbidity due to the 
stone-forming salts only. Turbidity due to blood, pus, 
bacteria, albumin, and sperm would not be cleared by 
hyaluronidase, and the presence of these elements may 
render the test useless. The dosage of the enzyme used 
varies from 150 turbidity reducing units (TRU) up- 
ward, with doses up to 900 TRU or more daily in some 
cases, depending on how long the urine will be kept 
free of turbidity by a single dose. For determination of 
the proper dosage schedule, patients are required to 
pass specimens of urine at intervals of 1, 2, 4, 8, 16, 
and 24 hours after injection of a single dose (usually 
150 or 300 TRU) and the duration of the clearing 
effect is noted. When the enzyme is used therapeutically, 
another dose is given at the proper time interval to keep 
the urine clear and free of sediment continuously. Com- 
plete details of the procedure are contained in the article 
in THE JOURNAL.” Butt has reported that hyaluronidase 
therapy has been effective in preventing calculus forma- 
tion during a period of 11 to 21 months in 19 of 24 
patients, in whom kidney stones had previously formed 
at a rapid rate. He has stated that his best results have 
been obtained in patients with multiple, rapidly recur- 
ting calyceal calculi. This type of stone lesion is com- 
monly found in patients in his section of Florida; it is not 
the commonest stone lesion in patients in the northern 
part of the United States, however. 

In my studies I have found that there is marked varia- 
tion in the clearing effect on turbid urine after subcu- 
taneous injection of hyaluronidase. Many patients have 
no clearing at all, and in others it lasts for only a few 
hours. Usually it lasts from 4 to 12 hours only. In the 
turbid urines of patients with urea-splitting infection 
very large dosages may be necessary to produce clear- 
ing, as high as 1,500 units twice daily. Often even this 
dosage fails to clear the urine.‘ 

The fundamentals of the action of this enzyme on the 
urinary crystalloids have been studied optically by a 
technique devised by Hauser.’ Thin films of urine dried 
on scrupulously clean glass slides are made from the 
voided urine before injection of the enzyme and at stated 
intervals after injection until the effect (if any) of the 
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enzyme has disappeared. The slides are then examined 
on a special dark-field microscope, called an Ultropak, 
in which the light comes down from above (instead of 
up from below as in the conventional dark-field micro- 
scope). The effect seen microscopically does not always 
parallel the gross clearing effect. 


SENSITIZATION REACTION 

In certain cases (fortunately few) the aggregation of 
crystals is enhanced and stone formation facilitated by 
the enzyme. This reaction is known as sensitization in 
colloid chemistry. The enhanced aggregation of crystals 
in these cases is said to be due to too small a dose of 
hyaluronidase. In June, 1952, I saw a patient in con- 
sultation in whom this unfortunate mechanism appar- 
ently occurred, resulting in loss of a kidney. After a 
small cystine stone was removed from his left kidney, 
the 30-year-old white man was given an injection of 150 
TRU of hyaluronidase (the contents of one ampul) 
daily for 10 days, thereafter on alternate days for two 
months. In addition to the enzyme he also received 
enough sodium bicarbonate daily to keep his urine alka- 





Fig. 1.—A, roentgenogram of the abdomen, showing opaque calculus 
that fills the pelvis of the left kidney. B, intravenous urogram, several 
days later, showing good excretion of contrast medium by both kidneys. 
The left renal pelvis is still occupied by the calculus. 


line; this increased the solubility of the cystine and 
should have retarded stone formation. At the end of the 
two months’ period a roentgenogram of the abdomen was 
taken, and it showed a calculus of moderate density that 
filled the pelvis of the left kidney. Intravenous pyelog- 
raphy showed good function of this kidney with the evi- 
dence of normal appearing calyces that were filled with 
the contrast medium (fig. 1). At this time the patient was 
referred to me, and I thought that the recurrent stone 
was of calcium phosphate, because it was quite radio- 
paque and because the patient had been given alkali 
therapy. 

Ultropak microscope studies of urinary films on slides 
showed the typical sensitization reaction of the enzyme 
in a dose of 150 TRU. There was no gross clearing effect 


of the urine with doses up to 600 TRU; the study was | 





3. Prien, E. L., and Frondel, C.: Studies in Urolithiasis: I. The 
Composition of Urinary Calculi, J. Urol. 57: 949-991 (June) 1947. Prien, 
E. L.: Studies in Urolithiasis: I]. Relationships Between Pathogenesis, 
Structure and Composition of Calculi, J. Urol. 61: 821-836 (May) 1949. 

4. The hyaluronidase used in this study was Wydase, supplied by 


Wyeth and Company. 
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not carried further. The slide in figure 2 shows the typi- 
cal aggregation of needle-like crystals in sunbursts and 
in sheaf-like clusters. 

A study of the two cystine stones was very illuminat- 
ing (fig. 3). The first stone, removed before hyaluroni- 
dase therapy was instituted, showed the typical cystine 
stone structure; it was composed of a loose aggrega- 
tion of typical hexagonal plate-like crystals. The stone, 
formed during hyaluronidase therapy and removed by 





Fig. 2.—Film of urine, dried on glass slide, demonstrating sensitization 
reaction. Needle-like crystals of cystine in “‘sunburst” aggregations. Ultro- 
pak microscope (x 55) was used. 


nephrectomy, completely filled the kidney pelvis and 
was extremely dense and hard. It was this extreme den- 
sity that produced the considerable x-ray density in the 
roentgenogram of the abdomen. (Ordinarily cystine 
calculi are only slightly radiopaque.) The stone was 
composed of closely packed microscopic needle-like 
crystals (spherulites). This type of structure was also 
seen in the urinary films on the glass slides studied under 
the Ultropak microscope when the sensitization reaction 
was manifested. Such a spherulitic growth is common- 
place in the field of crystallography and represents an 
abnormal type of crystallization, produced, in general, 
by the action of a foreign material added to or present 
in the crystallizing solution that interferes with the de- 
velopment of the growing crystals. It should be stated 
that when chemical compounds are allowed to crystallize 
normally from solution the crystals of each compound 
assume a definite geometric form characteristic for that 
compound. This normal crystal form (hexagonal plates) 
was present in the first calculus only. Absence of such 
crystals in the second calculus ruled out the possibility 
that part of the first calculus was allowed to remain in 
the kidney to serve as a nucleus for the second stone. 
A personal study of cystine calculi from 158 patients 
showed no calculi with a similar spherulitic structure. 
Under the circumstances it seems reasonable to conclude 
that hyaluronidase may have been responsible for the 
formation of this large cystine calculus by the sensitiza- 
tion mechanism. 

Several other cases are known in which calculus re- 
formation occurred rapidly under hyaluronidase therapy, 
apparently due to sensitization. Presumably the phe- 
nomenon is not limited to calculi composed of cystine. 
Also, it has been possible to markedly facilitate the 
aggregation of crystals in the urines of persons who were 
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not predisposed to calculus formation by a 


: nister. 
ing very small dosages of the enzyme, 15 unis. (1/19 


ampul); presumably this represents sensitization, Th, 
frequency with which this reaction is manifest 


age iS un- 
known; probably it is not common. However, no perso, 
should receive repeated injections of hyaluronidase to 
prevent stone if the possibility of this reaction has no 


been ruled out. Butt * has described in detail how this 
preliminary test should be done. If turbid urine js rep. 
dered clear and free from sediment for a significan 
period of time by hyaluronidase, it is probable that the 
sensitization reaction is absent. 

All patients in whom stones form do not have a tyr. 
bid urine. Thus, clearance of turbidity cannot be seq 
to rule out the sensitization reaction in patients with 
clear urine or to determine the proper dosage schedule. 
It should be obvious that if clear urine is rendered turbid 
by hyaluronidase that the sensitization reaction is prob. 
ably present. Considerable experience is not available. 
but it is probable that a study of urinary films dried on 
glass slides as described by Butt should suffice to revea| 
the presence of the sensitization reaction in clear urine. 
Such slides may be studied with the ordinary medical 
microscope. If crystals tend to clump together on a prop. 
erly prepared urinary film it is possible that the sensiti- 
zation reaction is being manifested. 

































































Fig. 3.—Cystine calculus resulting from sensitization reaction due to 
repeated subcutaneous injections of hyaluronidase. The insert in the upper 
right corner is cystine calculus removed from same kidney three months 
prior, before hyaluronidase therapy. The scale is in millimeters. 


PROPER DOSAGE SCHEDULE 

The determination of the proper dosage schedule in 
patients with clear urine requires special instruments. 
A study of urinary films under the Ultropak microscope 
is of value in such cases and may determine the proper 
dosage. It is emphasized that the Ultropak microscope 
is not to be regarded as a tool of utter precision for this 
purpose. Considerable experience is necessary in the use 
of this instrument in this almost unknown field in order 
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that the findings may be properly interpreted. Extreme 
variations occur in One and the same urinary film; much 
of this is probably artifactual and occurs in the making 
and drying of the slide. In the present state of knowledge 
the purchase of this expensive instrument for a study of 
this kind is not indicated. 

Butt has found that the surface tension of urine is 
lowered by hyaluronidase, and he has used this phe- 
nomenon to set up a dosage schedule. It is possible to 
determine this effect clinically with a very simple instru- 
ment, although the result is only approximately accurate. 
| have found that hyaluronidase does lower the surface 
tension of urine, but not in all cases. 

COMMENT 

In general it appears that the results with hyaluroni- 
dase therapy have been unfavorable although some suc- 
cess has also been reported. It takes only a relatively 
short time for calculi to form but a much longer time to 
prove that any particular type of therapy has prevented 
them. The failures become apparent first. It appears that 
some of the failures may have been due to improper 
selection of cases; hyaluronidase therapy has been tried 
in types of cases in which our later studies have shown 
that it will not work. We have not treated a patient with 
the enzyme for long periods of time clinically. In our 
slight experience it has failed to prevent bladder calculi 
in recumbent patients. 

In the present state of knowledge it would appear that 
hyaluronidase therapy is not indicated in most cases of 
calculi but may be tried in rapidly recurring cases in 
which the necessary dosage of the enzyme can be kept 
low (150-450 TRU daily). It may also be tried in 
cases in which our other regimens (after proper appli- 
cation) have failed and in which the factor of dosage 
necessary to keep turbid urine clear has been equili- 
brated with the cost of the enzyme on a long term basis 
and the desperateness of the particular case. 

What has been said does not constitute an endorse- 
ment for the use of hyaluronidase therapy to prevent 
renal calculus. I wish to emphasize that I do not even 
know whether stone will be prevented if the turbid urine 
of a patient predisposed to calculus formation is kept 
clear and free of sediment by hyaluronidase therapy. 
From my studies it would appear that further work 
should be carried out on carefully selected patients, and 
such studies should be done critically with adequate lab- 
oratory controls on the basic science level. 


SUMMARY AND CONCLUSIONS 


The use of repeated subcutaneous injections of hyalu- 
ronidase to prevent renal calculus is not without danger. 
Occasionally stone formation may be facilitated by what 
is known as the sensitization reaction, said to be due to 
too small dosage of hyaluronidase. A case is presented 
in which there was rapid recurrence of a large cystine 
calculus in two months after surgical removal of a small 
cystine calculus from the same kidney. The patient re- 
ceived hyaluronidase subcutaneously for the two month 
period, and evidence is presented to justify the belief 
that the recurrence was due to hyaluronidase. 

No patient should receive frequently repeated hyalu- 
ronidase injections to prevent renal calculus until certain 
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preliminary tests have been done to rule out the possi- 
bility of facilitation of stone formation. While the results 
of hyaluronidase therapy to prevent recurrence of renal 
stone have, in general, been disappointing, it would ap- 
pear that further critical studies are indicated on care- 
fully selected cases. 

1101 Beacon St. (46). 


BARIUM GRANULOMA OF THE RECTUM 
REPORT OF A CASE 


Harold L. Beddoe, M.D. 
Saul Kay, M.D. 


and 


Sidney Kaye, M.S., Richmond, Va. 


To the best of our knowledge, barium sulfate has not 
been described as the cause of a foreign body granuloma 
in the alimentary tract. The identification of barium as 
the cause of a polypoid submucosal lesion of the rectum 
furnishes the basis of this report. 

Refvem,' by using polarized light, reexamined 209 
lesions initially diagnosed as foreign body granuloma, 
granulation tissue, and chronic specific and nonspecific 
inflammation of the intestinal tract. He found foreign 
bodies in 53. Talc was the causative agent in 60% of 
these cases, with biotite, calcareous spar, and cotton 
comprising another 21%. Unidentified foreign bodies 
caused the other 19%. In his series, the highest inci- 
dence of foreign body granulomas was in the anorectal 
region, and 75% of these were due to talc. Barium was 
not identified in any of the cases. 

Barium sulfate suspension has been observed entering 
the bronchi by accidental aspiration or through a 
tracheobronchial fistula.* Small amounts of barium in 
the jung are apparently not of serious consequence and 
may produce no symptoms. There are reports of barium 
entering the peritoneal cavity through perfo ations, 
traumatic or inflammatory, of the alimentary tract.* We 
have observed two such cases; one in a patient with a 
perforated duodenal ulcer who was given a barium swal- 
low under an erroneous diagnosis and one in a patient 
with an old ruptured appendix who also received a 
barium meal and showed barium emerging from the 
appendical opening. These cases will be published in 
more detail subsequently. 

If death ensues from such a mishap, it is due to the 
resultant peritonitis and not to any peculiar property of 





From the Laboratory of Surgical Pathology and the Department of 
Legal Medicine, Medical College of Virginia. 

1. Refvem, O.: Chronic Granulomas in Alimentary Tract Caused by 
Minute Mineral Particles, Acta path. et microbiol. scandinav. 25: 107-121, 
1948, 

2. (a) Fishel, C. R.: Inhalation of Barium in Solution, J. A. M. A. 
80: 102 (Jan. 13) 1923. (5) Huston, J., Jr.; Wallach, D. P., and Cunning- 
ham, G. J.: Pulmonary Reaction to Barium Sulfate in Rats, A. M. A. 
Arch. Path. 54: 430-438 (Nov.) 1952. (c) Sullivan, S. J:. Aspiration of , 
Barium Facilitating Death in Debilitated Patient, J. A. M. A. 103: 337- 
338 (Aug. 4) 1934. 

3. (a) Hayden, R. S.: Perforation of Duodenal Ulcer During Fluor- 
oscopy, Radiology 57: 214-216, 1951. (6b) Kleinsasser, L. J., and War- 
shaw, H.: Perforation of Sigmoid Colon During Barium Enema, Ann. 
Surg. 135: 560-565, 1952. (c) Masshoff, W.: Fremdk6rpergranulome des 
Peritoneums durch R6ntgenkontrastbrei, Arch. klin. Chir. 94: 165-170, 


1938. 
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the barium itself. In one case, the barium was seen in 
roentgenograms of the abdomen four years after it en- 
tered the peritoneal cavity through a perforated duodenal 
ulcer at the time of fluoroscopy.** The patient remained 
asymptomatic. 


Fig. 1.—A, photomicrograph showing intact rectal mucosa over rectal 
nodule (x 50), and B, giant cells and scattered crystalline material in 
submucosa of foreign body granuloma (x 100). 


There appears to be a general agreement that barium 
in small amounts may remain localized in the peritoneal 
cavity for an indefinite period without local complica- 
tions or signs of toxicity. Histological proof of a granu- 
loma produced by barium is presented in a paper by 
Masshoff.** There is also some recent experimental work 
on the effect of barium in the abdominal cavity,*” and 
in the lungs.*” 

In the case reported by Masshoff a “‘pea-sized” nodule 
of smooth, rather firm, gray-white tissue was found on 
the posterior peritoneum near the level of the third 
lumbar vertebra in a 47-year-old woman who had under- 
gone an operation for obstruction of the sigmoid colon 
caused by endometriosis. A colostomy was performed, 
and sometime prior to the second operation a barium 
enema had been given. There was no suspicion that 
barium had entered the peritoneal cavity, and it was 
only after examination of the nodule removed at the 
second operation for repair of the colostomy that the 
nature of the nodule was determined. 


REPORT OF A CASE 


A 53-year-old Negro man was admitted to St. Philip Hos- 
pital on June 19, 1953, with complaints of mild persistent pain 
in the midabdominal region for two months and of bright red 
blood in the stools for one month. Constipation had been inter- 
mittent for 8 to 12 months; for this he took a laxative occasion- 
ally. His appetite was poor, but there was no known weight 
loss. A gastrointestinal roentgenologic study had been ordered 
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by his physician on May 7, 1953, before admission, { its of 
the barium enema were unsatisfactory, and a repeat ly was 
made on May 28, 1953, using barium solution and ta). jc acid 
mixture with air contrast. The first films taken were \insatic. 
factory so a second enema was administered on the siine day 
No technical difficulties were noted during the admi tration 
of the enemas, and the patient did not complain of y pain 
during the procedures. No tumor or other abnorma\ity Was 
noted in the report of the roentgenogram. , 

Physical examination revealed a pedunculated tumor :Pprox- 
imately 1 cm. in diameter palpable on the posterior wal! of the 
rectum, 6 cm. above the anal orifice. No bleeding was observed, 
Internal hemorrhoids were present. The polypoid lesion was 
removed on June 22, 1953, and a hemorrhoidectomy was per- 
formed on June 25, 1953. 

Pathological examination of the gross structure revealed q 
polypoid lesion measuring 1.2 by 1 by 0.3 cm. with intac 
rectal mucosa covering a rather firm gray-white circumscribed 
nodule. Microscopic study of the sections showed the rectal 
wall with an oval, circumscribed, granulomatous lesion covered 
by intact rectal mucosa (fig. 1A). The lesion was composed of 
fibroblasts, histiocytes, and multinucleated giant cells of the 
foreign body type arranged in haphazard fashion (fig. 18), 
Scattered among the celiular elements were numerous doubly 
refractile crystals of various shapes, but appearing principally 
as rhomboid plates (fig. 24). These were particularly evident 
with the aid of polarized light (fig. 2B). 

In order to identify the foreign material responsible for the 
foreign body granuloma, a suspension of barium was examined 
under the microscope. Crystals were seen that were identical 


Fig. 2.—A, photomicrograph showing greater detail of crystals and 
granulomatous reaction (X 200), and B, the same with polarized light. 


to those found in the tissue. To furnish conclusive proof, some 
of the tissue was sent to the toxicologist at the office of the 
State Chief Medical Examiner. 

The following brief description is of the methods employed: 
A 5 gm. sample of fixed tissue (rectum) was analyzed for 
foreign metallic bodies. Spectrographic analysis was the pro- 
cedure of choice for the detection of trace foreign metals. A 
Bausch and Lomb large quartz spectrograph was used (10 
micron slit, 7.5 amp. direct current, and 60 seconds exposure 
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1) arc illumination). The tissue was digested with nitric, 


— 
sifuric and perchloric acids and then concentrated to 1 ml. 
The sec ‘ment and solution were transferred drop by drop into 
the cra'er Of the positive carbon electrode and evaporated to 
dryness after each transfer. A few particles of finely ground 
carbon were added, and then the sample was arced. Character- 
istic barium lines were detected at 2,634, 2,596, 2,702, 2,785, 
371, 5.262, and 3,501 A. Control samples were then analyzed 
(norma colon) in an identical manner. Controls did not yield 
barium. Visual density comparisons were made with standard 
barium lines, and it was determined that the sample contained 


more than 1 mg. of barium in 5 gm. of tissue (20 mg. of 
barium per 100 cc.). 
COMMENT 

In this case, barium undoubtedly was deposited in 
the rectal wall during one of the barium enema exami- 
nations, although, theoretically, it would be possible for 
barium ingested orally to lodge in a crypt in the rectum 
and become sealed off later. The danger of perforation 
of the rectal wall by the tip of an enema tube has been 
emphasized.* Traumatic injuries of the rectal mucosa 
following self-administered enemas are not infrequently 
seen by proctologists during routine sigmoidoscopic ex- 
aminations.*© The presence of a rectal polyp, hemor- 
rhoids, or a fissure increase the possibility of trauma to 
the rectal wall. The enema tube may abrade the surface 
of a hemorrhoid or lodge momentarily at the base of 
the polyp or in a fissure and thus provide the site of 
entry for any solution subsequently administered during 
the examination. Such superficial injuries in the lower 
rectum may be entirely without pain to the patient and 
sO pass unnoticed since the sensory nerve supply stops 
at the dentate margin. The patient in our case made no 
complaint of pain during any of the barium enemas. 

The finding of a barium granuloma within the rectal 
wall in this patient leads us to believe that the mucous 
membrane was traumatized during a barium enema and 
allowed the escape of barium into the tissues. The 
barium suspension was then deposited within the sub- 
mucosa with subsequent healing of the mucosal defect 
and development of a foreign body granuloma. 


SUMMARY 
A foreign body granuloma of the rectum caused by 
barium sulfate is reported. The cause of the lesion is 
discussed. This appears to be the first such case reported. 
1200 E. Broad St. (19) (Dr. Beddoe). 


4. (a) Ballon, H. C., and Goldbloom, A.: Serious Injury to Rectum 
from Improperly Administered Enemas, Canad. M. A. J. 45: 345-348, 
1941. (b) Bastedo, W. A.: Colon Irrigations, J. A. M. A. 98: 734-736 
(Feb. 27) 1932. (c) Pratt, J. H., and Jackman, R. J.: Perforations of the 
Rectal Wall by Enema Tips, Proc. Staff Meet., Mayo Clin. 20: 277-283, 
1945. 





Physical Agents for Relief of Pain.—The use of water, 
usually in motion, is helpful in acute injuries to extremities. 
Contrast baths are especially helpful in treating osteoarthritis 
of the hands and feet. The use of the whirlpool bath seems 
to relax the muscles of the extremity which is immersed and 
to produce some relief of pain. . . The application of cold 
packs or ice bags is often effective in relieving pain during 
the acute stages of sprains and strains and its analgesic effect 
seems to stem from two properties: (1) that of constriction 
of local blood vessels with resulting reduction in the amount 
of congestion and (2) the direct sedative effect upon the nerves 
themselves. This latter property is made use of in refrigeration 
anesthesia.—W. F. Wilhelm, M.D., and F. H. Krusen, M.D., 
Pain from the Standpoint of Physical Medicine, Journal- 
Lancet, October, 1953. 
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CONGENITAL RETROVERSION OF THE 
UTERUS DUE TO AN ABNORMALLY 
PLACED SIGMOID COLON 


Joshua W. Davies, M.D., New York 


This presentation does not deal with consistent distor- 
tions of the uterine fundus due to adhesions following an 
inflammatory process but with torsion and retroversion of 
the uterus due to a developmental anomaly of the sig- 
moid colon. Symptoms overlap the various fields of spe- 
cialization and are of interest to the internist, orthopedist, 
abdominal surgeon, and gynecologist. 

The sigmoid colon crosses the brim of the true pelvis at 
the sacroiliac articulation of the left side to end in the rec- 
tum. With the brim of the pelvis divided into twelve seg- 
ments, the symphysis may be placed at six o’clock, the left 
infundibulopelvic ligament at three o’clock, and the sacro- 
iliac articulation at two o'clock. A colon that is moder- 








— — 


Fig. 1.—The uterus retrocessed and rotated counterclockwise owing to 
an adhesion between the sigmoid colon and the round ligament, Fallopian 
tube, and ovary on the left side. Contraction of the round ligament tends 
to draw the colon anteriorly rather than to act on the uterine fundus. 


ately distended because of constipation does not encroach 
on the infundibulopelvic vascular pedicle, which carries 
blood vessels, nerves, and lymphatics to the left ovary and 
fallopian tube. Occasionally, however, the colon may be 
slightly displaced and enter the pelvis at three o’clock. 
By so doing it forces the infundibulopelvic ligament 
against the lateral pelvic wall and obstructs the venous 
flow of the left adnexa. Infrequently the colon may be 
displaced to the region of the left round ligament and be 
intimately attached to it. The left tube and ovary are 
thereby displaced and compressed by the overhanging 
colon, and the attachment of the round ligament to the 
sigmoid negates its function as a uterine stabilizer (fig. 1). 
Consequently there is retrocession and rotation of the 
uterine fundus, with resultant vascular stasis due not only 
to compression but also to angulation of the veins. 


Because of the abnormal attachment of the gastroin- 
testinal and reproductive tracts, there are symptoms ref- 
erable to both systems that may be vague and of varying 
degrees of severity. Lower abdominal pain or discomfort, 
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accompanied by nausea, is present in the majority of pa- porting fascia envelops the sacral nerves and \, dis. ' 

tients. The nausea may be mild and listed among many placement of the fascia by the engorged veins, |): hatic, tha 

indefinite symptoms, but occasionally it may be the domi- or edema may angulate or compress the sacrai nerve. res 

nant complaint. Spasm and reversed peristalsis lead to Numbness, paresthesia, and pain may follow com) ressiop suf 

discomfort and fleeting pains in the flexures of the colon. or angulation of the sacral nerves. The nerve 10st fre. the 

At the ileocoecal valve the spasm may be interpreted as quently affected is the lateral femoral cutaneous serve of wh 

due to chronic appendicitis. Rectal consciousness, result- the thigh, and its involvement explains the discoinfort jp Es 

ing from sensations interpreted as due to pressure or burn- the anterior aspect of the thigh below the inguinal liga. op 

ing, is conspicuous premenstrually and at the time of ment. The preperitoneal visceral fascia can be traced of 

ovulation, when congestion is reflected to the adherent through the sacroiliac joint to the subcutaneous tissue of of 
colon. Constipation, with or without hemorrhoids, is the back underlying the lateral depressions of Michaelis’, 

dominant. rhomboid. Edema of this tissue may cause discomfort jp ev 

Vascular symptoms are the result of stasis and lead to the sacroiliac region, which is aggravated by faulty pos. cel 

fatigue, edema, sacral discomfort, heaviness and numb- ture or sleeping on a soft mattress. ge 

ness of the thighs, and paresthesia over various areas of Gynecologic symptoms may be dysmenorrhea, menor. oy 

the lower abdomen, thighs, and back. At times there may rhagia, dyspareunia, sterility, early abortion, a sensation lo 

be a serous transudate from the rectum or the vagina. of tugging of the labia, and prolapse of the uterus. Dys. ut 

The vaginal secretion is not thick and tenacious, which menorrhea is due to congestion and edema of the gep- tic 

= a erative organisms, including the peritoneum of the pelvic m 

' ; viscera, and imperfect drainage from the uterus. Menor- ro 

rhagia is probably due to venous congestion that follows re 

a kinking or stasis of the uterine or ovarian veins. The th 

process may extend to the formation of pelvic varices al 

Frequently the menstrual periods may last as long as IS 

seven days, and while the blood loss may not be debili- pi 

tating, there is a consciousness of the flow that in itself t 

imposes certain restrictions, both physical and psychic, P 

on the woman. Reduction of the menstrual flow from 

seven to five days will, in the course of a year, represent . 

almost an extra month of freedom from bleeding. ’ 

Dyspareunia is to be expected with engorgement of ! 

the pelvic peritoneum. If gentle pelvic manipulation is ‘ 

painful, added congestion due to emotion and the fear , 


of pain from pressure on a fixed uterus may strain a 
harmonious marital relationship. The cure is surgical 
and not psychiatric therapy. Sterility or early abortion 
may be one of the first complaints, because the ma- 
ternal instinct usually overshadows physical discomfort. 

































Fig. 2.—The colon after separation from the round ligament, tube, and The sterility, perhaps, 1S due to venous congestion and 
ovary, with restored independent function of the previously adherent pelvic angulation of the tubes brought about by the displace- 
viscera. The opening in the peritoneum is closed with interrupted sutures ne » . 
that approximate the extremities of the dividing incision. ment and twisting of the uterus. Tubal spasm may fol- 
. . . . . . - \ 
low irritation by the overhanging sigmoid colon. Should | 
would suggest its origin in the cervical glands, nor is it pregnancy be established, there is the possibility of abor- 
thick and cheesy, which would suggest a vaginal infesta- tion due to cervical dilatation that accompanies the in- 
tion with Déderlein’s bacillus (Lactobacillus acidoph- ability of the uterus to expand into the abdominal cavity. 


ilus). The seepage is thin and watery and may be due 
to oversecretion by the congested endometrium, or to a 
transudate through the vaginal epithelium that follows the 
congestion of the pelvic lymphatics. 

Fatigue is frequently due to venous congestion and the 
pooling of blood in the pelvic veins. Patients noticing 
fatigue usually feel much relieved after menstruation, 
provided the flow has not been too heavy. Occasionally a 
patient will confess that she seems to be losing her stamina 
and that she feels more rested and comfortable after sleep- 


The sensation of tugging of the labia is due to the in- 
volutionary spasm of the muscle in the round ligaments of 
the uterus that traverse the inguinal canal to insert in the 
labia majora. The tugging is an attempt to pull the retro- 
verted uterus to normal position and is most apparent 
immediately after voiding. Prolapse of the uterus in 
young women may follow retrodisplacement of the 
uterus. Such a displacement should not be treated en- 
tirely from below, but should include an exploration from 


ing on the abdomen. The assumption of the knee chest above to determine whether the uterus is drawn poste- 
position affords temporary relief, and this observation tiorly by the sigmoid colon. If so, steps should be under- 
has led many patients to the conclusion that something is taken to correct such congenital displacement. io 
at fault in the pelvis. Diagnosis is difficult because of the overlapping ot 

Heaviness and numbness of the thighs are the result of complaints. A pelvic examination by a gynecologist 
congestion in the veins that lie in and are supported by aware of dysfunction due to a displaced sigmoid is im- 





the visceral fascia adjacent to the peritoneum. This sup- portant. He may be able to discern a retrocessed uterus 
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hat is Crawn to the left and slightly rotated. Increased 
resistance to the examining finger by the paracervical 
supports of the left side suggests a left-sided disturbance 
that should be discussed with the referring physician, 
who may be able to institute corrective bowel therapy. 
Especially is this advisable in patients who have been 
operated on for chronic appendicitis and then complain 
of pain in the lower left quadrant of the abdomen, spasm 
of the rectum, and apprehension. 

Treatment is at first medical. An accurate diagnosis 
even with the aid of roentgenograms of the colon is un- 
certain, but the gynecologist should be aware of con- 
genital displacements of the colon that may alter normal 
synecologic function. Whenever the abdomen is opened 
for the relief of a symptomatic fixed retroversion of the 
uterus, it is not enough to perform a round ligament fixa- 
tion operation without determining whether an abnor- 
mally placed sigmoid may be a factor in causing the ret- 
roversion. A slightly displaced sigmoid colon may be 
readily restored by incising the fine bands that may draw 
the sigmoid upon the infundibulopelvic ligament, but an 
attachment between the sigmoid and the round ligament 
is treated by incising the peritoneum, which unites them, 
parallel with the colon and then closing the opening in 
the opposite direction so that the sigmoid will be dis- 
placed toward the sacroiliac area (fig. 2). Even though 
one may detect a violent contraction in the round liga- 
ment after its division from the colon, it is advisable to 
perform a round ligament shortening operation that will 
draw the appendages anterior to the colon. Occasionally 
the cecum or terminal ileum may be adherent to the right 
round ligament and the division of congenital attach- 
ments between them is advisable if one wishes to main- 
tain the independence of the various systems. 


SUMMARY 


The sigmoid colon enters the pelvis at the sacroiliac 
joint. In this segment it does not drag upon the infun- 
dibulopelvic ligament, which carries blood, lymph, and 
nerves to the left adnexa. Occasionally the colon over- 
hangs the vascular infundibulopelvic ligament. Further 
displacement may compress the left tube and ovary. An 
attachment between the sigmoid and the left round liga- 
ment may cause torsion retroversion of the uterine fun- 
dus, with symptoms referable both to the reproductive 
and gastrointestinal systems. The independent function 
of the two systems may be established by incising the 
peritoneum parallel with the colon and closing the 
diamond-shaped raw area so that the separated structures 
will be as far removed as possible. 


580 Park Ave (21). 





Hypotension.—Hypotension is a manifestation of a disturbance 
in the mechanisms sustaining the level of the blood pressure 
in the cardiovascular system. The maintenance of a normal 
level of blood pressure is dependent on several simultaneously 
interacting circulatory adjustments that include sufficient car- 
diac output to meet the metabolic demands of the tissues, 
adequate arteriolar constriction to maintain the peripheral 
resistance, and the presence of an effective circulating blood 
volume. Disturbances in any one or combination of these 
homeostatic mechanisms, or an imbalance in them, cause a 
fall in the arterial pressure——W. E. Judson, M.D., Hypo- 
tension: Physiologic Mechanisms and Treatment, Medical 
Clinics of North America, September, 1953. 
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RESECTION OF AORTIC BIFURCATION 
AND REPLACEMENT WITH HOMOLOGOUS 
GRAFT FOR ANEURYSM 


D. Emerick Szilagyi, M.D. 
and 


John A. Hemmer, M.D., Detroit 


Treatment by resection of the aortic bifurcation and 
grafting is a very recent addition to the methods of 
management of abdominal aortic aneurysms. A biblio- 
graphic survey through April, 1953, disclosed only one 
recorded successful instance of such an operation, 
namely the case of Dubost and associates.’ Schafer and 
Hardin * reported a similar case that, however, ended 
fatally owing to disruption of the aortic anastomosis on 
the 29th postoperative day. We know, however, of three 
other instances in which the procedure was performed 
successfully.* Because of the scarcity of recorded experi- 
ence with this form of therapy, an account of the follow- 
ing case may have interest. 


REPORT OF A CASE 

The patient was a 69-year-old white man who was first seen 
at the Henry Ford Hospital on Nov. 26, 1952, for the complaint 
of constipation. Subsequent investigation revealed nothing of 
further importance about this complaint, but the systemic 
survey showed that the patient had had severe intermittent 
claudication of his left leg for five years, and physical exam- 
ination demonstrated the presence of a large pulsating mass 
in the upper left side of the abdomen. Questioning disclosed 
that the patient had first been told about a pulsating abdominal 
swelling two years earlier and that he had received intravenous 
injection treatment for peripheral vascular insufficiency, with 
some relief. At the time of his present admission he could not 
walk 200 yd. (60.96 m.) without serious discomfort. 

On examination the patient seemed slightly younger than 
his age. He appeared healthy and his state of nutrition normal. 
He showed evidences of mild to moderate generalized arterio- 
sclerotic changes. In the midabdomen, slightly to the left 
of the midline, there was a mass measuring about 6 by 6 by 8 
cm.; it was slightly tender, movable, expansile, and pulsating. 
The outward appearance of the extremities was normal. There 
were easily palpable femoral pulsations. The left dorsalis pedis 
and posterior tibial arterial pulsations were not palpable. The 
pulsation of the right posterior tibial artery was moderately 
strong, while the presence of the right dorsalis pedis pulsation 
was questionable. The remainder of the physical examination 
showed nothing worthy of note. The results of the blood 
serological, morphological, and chemical studies were normal. 
Liver and renal function tests, chest radiograms, and electro- 
cardiograms likewise showed no important abnormalities. 

A translumbar aortogram * confirmed the clinical impression 
of the presence of an aortic aneurysm (fig. 1). The lower border 
of the aneurysm was located 2.5 cm. proximal to the aortic 
bifurcation, while its upper limit reached a point 3 cm. distal 


From the Division of General Surgery, Henry Ford Hospital. 

1, Dubost, C.; Allary, M., and Oeconomos, N.: A propos du traitement 
des anévrysmes de l’aorte: Ablation de l’anévrysme: Rétablissement de la 
continuité par greffe d’aorte humaine conservée, Mém. Acad. chir. 77: 
381-383 (April 11-18) 1951. 

2. Schafer, P. W., and Hardin, C. A.: Use of Temporary Polythene 
Shunts to Permit Occlusion, Resection, and Frozen Homologous Graft 
Replacement of Vital Vessel Segments: Laboratory and Clinical Study, 
Surgery 31: 186-199 (Feb.) 1952. 

3. Julian, O. C., and others: paper read before the American Surgical 
Association, Los Angeles, April 1-3, 1953. DeBakey, M. E., and Cooley, 
D. A.: ibid. Moore, S. W., and Keefer, E. B.: ibid. 

4. Smith, P. G.; Rush, T. W., and Evans, A. T.: Technique of Trans- 
lumbar Arteriography, J. A. M. A. 148: 255-258 (Jan. 26) 1952. 
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to the level of the right renal artery. Retrograde iliac arterio- 
grams showed a patent vascular tree with advanced athero- 
matous intimal changes. Although the latter finding raised 
some misgivings about the suitability of the iliac vessels for an- 
astomosis, it was decided to attempt a resection and replace- 
ment of the aortic segment bearing the aneurysm. 

On Dec. 20, 1952, the patient was anesthetized with intra- 
spinal administration of procaine (Novocaine) hydrochloride, 
and a cross-shaped midline and transverse incision was made. 
The aorta and its main divisions were exposed through the 
posterior parietal peritoneum from the lower border of the 
pancreas downward to a level midway between the bifurcations 
of the common iliac arteries and the ligaments of Poupart. The 
disposition of the aneurysm was very much the same as sug- 
gested by the aortogram, but its size was about half again as 
large (fig. 2). By peeling the left kidney out of its capsule and 
dislocating it upward and medially, thereby displacing the left 
renal vein in the same direction, a 2.5 cm. segment of the 
aorta could be freed between the upper limit of the aneurysm 
and the lower border of the right renal artery. After placing 
loose slings of tape around the aorta above and around the 
common iliac arteries below, the main body of the aneurysm 
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Fig. 1.—A, preoperative translumbar aortogram showing aortic aneurysm; 
B, the same six weeks after surgery showing patent aortic and _ iliac 
anastomoses. 


was dissected from its posterior connections with ease after 
dividing the second and third paired lumbar arteries. The in- 
ferior mesenteric artery coming off the midpoint of the aneu- 
rysm was also tied and cut. The aorta was occluded by crowd- 
ing a Potts ductus clamp against the lower border of the right 
renal artery; the common iliac arteries were secured in bulldog 
clamps directly proximal to the hypogastric branches; and the 
aneurysm was resected. 

A 13-day-old graft that was preserved in modified Tyrode’s 
solution ® was used to reestablish vascular continuity. The 
anastomosis between the upper end of the graft and the ex- 
ceedingly sclerotic aortic stump presented some difficulties but 
was accomplished without too much delay. However, the union 
of the iliac limbs of the graft with the iliac arterial stumps 
presented a serious problem because of the atheromatous 
decay of these arteries. It was necessary to excise long seg- 
ments of atherosclerotic intima from these vessels before com- 





5. Gross. R. E.; Bill, A. H., Jr., and Pierce, E. C.: Methods for 
Preservation and Transplantation of Arterial Grafts: Observations on 
Arterial Grafts in Dogs: Report of Transplantation of Preserved Arterial 
Grafts in Nine Human Cases, Surg., Gynec. & Obst. 88: 689-701 (June) 
1949. 
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pleting the anastomosis. The anastomosis of the le 
iliac artery to the graft left so much to be desired ¢! a Small Vi 
polyethylene catheter was placed in situ directly Proximal to th 
the anastomosis for postoperative regional heparini; on. All th 
suture lines were covered with fascial strips taken 
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Fig. 3.—Drawing showing graft in place. 


posterior rectus sheath (fig. 3). It may be noted that the ab- 
dominal aorta was clamped for one hour and 20 minutes. The 
total operating time was five hours and 30 minutes. Microscopic 
examination of the aneurysm showed it to be atherosclerotic 
in origin. 
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yperation, the right lower extremity regained its usual 
y in from 30 to 60 minutes. On the left, however, 
the stat of the limb at first looked alarming. From just below 
the knee downward, the leg was cold, mottled, bluish-grey, 
ynd almost entirely devoid of sensory and motor response. 
Heparin was administered as a continuous drip through the 
eft iliac intra-arterial catheter. Two hundred to 300 mg. of 
heparin was given in 1,000 to 1,500 ml. of 5% dextrose daily 
for 10 days. The clotting time, as determined four times daily 
on venous blood obtained from the left foot, was kept between 
12 and 14 minutes. The limb gradually improved, and 72 
hours postoperatively it had regained its preoperative appear- 
ance. The femoral pulse, however, remained the only palpable 
pulsation in the limb. 

In other respects the postoperative course was at first hectic. 
Almost complete anuria, wound disruption, and phlebothrom- 
hosis had to be dealt with in turn. Phlebothrombosis neces- 
sitated the resumption and continuation of anticoagulant 
therapy (first with heparin intravenously and then with bishy- 
droxycoumarin [Dicoumarin] orally) until the 28th postop- 
erative day. By the 1Sth postoperative day, the patient’s 
condition had improved sufficiently to permit ambulation with 
a normal gait. There was no impairment of the sensory or 
motor nerve distribution of the lumbar or sacral spinal cord. 
Hospitalization was prolonged by the slow healing of the 
operative incision that eventually developed into a large hernia 
that will require later repair. When the patient was dis- 
charged on the 42nd postoperative day, his only complaint 
was mild intermittent claudication of the left lower limb on 
moderate to severe exertion. At this time all but one of the 
pulsations of the lower limbs were readily palpable; the left 
posterior tibial arterial pulse could not be palpated. During 
the following seven and a half months, the patient’s good 
general condition persisted, and intermittent claudication 
gradually disappeared. A translumbar aortogram six weeks 
after operation showed patent aortic and right iliac anastomosis 
of normal width; the left iliac anastomosis was also patent 
but slightly narrowed (fig. 1B). 


After 
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SUMMARY 
A report is given of a case of atherosclerotic abdomi- 
nal aortic aneurysm that was treated with resection of 
the aortic bifurcation and replacement by homologous 
graft. During a period of observation of eight months, 
the result of the operation remained excellent. 





The Physician and His Patient.—In . . . medical practice, the 
physician’s personality is one of . the most potent thera- 
peutic tool[s] he can use. Patients come to doctors with 
so many different attitudes. Often they are fearful. Some 
come expecting magic. Some times they come only to please 
someone else. Some times they come in to be defiant. They 
may come because they want corroboration, or to obtain 
sympathy and attention, or to be told what to do. Some even 
come with the intent to deceive the physician. On the other 
hand, the physician himself is a person with his private 
prejudices, defenses, blind-spots, ignorance. These can be re- 
flected in excessive tests and examinations. Some times 
his uncertainty is expressed in his use of platitudes or placebos, 
or a know-it-all attitude. Not infrequently, I am sure, some of 
us become irritated or annoyed, conceivably even vindictive 
and hostile. This interpersonal relationship is one of 
the salient points of all psychotherapy. Whether he knows it 
or not, every physician uses psychotherapy. It may be good 
or bad, depending upon his attitudes, actions and reactions, 
his conduct, his ability to listen, his knowledge in knowing what 
to say and when to say it. If and when our psychiatric knowl- 
edge of this all-important phase of our professional work can 
be imparted more adequately and more clearly to medical stu- 
dents, we can expect a further improvement in the practice 
of medicine—W. C. Menninger, M.D., Psychiatry and the 
Practice of Medicine, Bulletin of the Menninger Clinic, Sep- 
tember, 1953. 
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TRANSPALATINE SURGERY FOR CONGEN- 
ITAL BILATERAL CHOANAL ATRESIA 


REPORT OF A CASE 


James S. Walker, M.D., Urbana, III. 


Congenital bilateral choanal atresia was reported first as 
an observation at autopsy by Otto ' in 1829. Medovy and 
Beckman * have collected 115 cases from the literature 
up to 1945. Subsequently Owens,* Cohen and Witchell,* 
Hanckel,® Aboulker,* Whitehouse and Holt,’ and John- 
son * have added eight cases. Flake * has treated a series 
of 25 patients not reported on. The anomaly probably 
results from an abnormal embryologic development. In 
the formation of the nasal passages, the nasobuccal mem- 
brane invaginates into the forming nose and migrates 
posteriorly as a blind pouch. Similarly, the buccopharyn- 
geal membrane moves into the choanal area from the 
posterior aspect. Normally, the two rupture at their 
points of contact and the nasal passages are formed. Per- 
sistence of either membrane or the mesodermal elements 
between them gives rise to an occlusion of the choanae 
that may involve one or both sides. Ninety per cent of 
these obstructions are bony. 

The birth of an infant without a nasal airway is a true 
medical emergency. The salient features are recurrent 
cyanosis, mouth breathing, dysphagia, and nasal dis- 
charge. Feeding attempts cause respiratory embarrass- 
ment and may result in the aspiration of foreign material 
into the tracheobronchial tree. Malnutrition will develop 
quickly. The diagnosis can be established easily and 
promptly. The failure of a small catheter to pass through 
either nostril into the pharynx is indication for further 
investigation. Roentgenograms of iodized oil instilled into 
the nasal cavities provide pictorial confirmation (fig. 
1 and 2). 

Except for Cinelli’s '° report that advocated two full 
years of nursing care before surgical intervention, most 
opinion favors early surgical relief. In many infants, a tra- 
cheotomy has been performed in an effort to improve 
nursing ability prior to nasal surgery. Surgical correction 
is attempted by an intranasal, transantral,'' or a trans- 

From the Department of Otolaryngology, Carle Memorial Hospital, 
and Carle Hospital Clinic. 

Dr. James Hooker made the diagnosis and handled the medical aspects 
of this case. 
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palatine approach. The intranasal route has been used 
successfully in the newborn in this country. This pro- 
cedure involves the use of drills, trocars, curets, chisels, 
forceps, caustics, and electrocautery. The last two meth- 
ods are particularly useful in the membranous type of 
obstruction. The transantral approach has not been used 
in infants. 





Fig. 1.—Anteroposterior roentgenogram showing retention of radiopaque 
oil instilled into the left nasal passage. A study of the right nasal passage 
was identical. 


In contrast to the blind intranasal approach, the trans- 
palatine route offers surgery under direct vision. In this 
technique, the reflection of a palatal flap and resection 
of the hard palate are used for exposure of the atretic 
site. The details of this technique are well illustrated and 
described in articles by Ruddy,’ Owens,’ Hanckel,° 
and Dolowitz.'* Despite the increased interest in trans- 
palatine surgery, there remains a dearth of reports rela- 
tive to infants below six months of age. Only five have 
been recorded, four of these by Aboulker in the foreign 
literature and one by Hanckel in the United States. This 
case report serves to illustrate that corrective surgery of 
congenital bilateral choanal atresia under direct vision 
is feasible in the very young infant. No special equip- 
ment is required, and the transpalatine operation is tech- 
nically within the capabilities of the average otolaryn- 
gologist. 

REPORT OF A CASE 


A white female infant was born at term, Feb. 10, 1952. 
Delivery was spontaneous and without difficulty. The birth 
weight was 7 Ib. 7 oz. (3,373 gm.). She was admitted to the 
Carle Memorial Hospital on April 6, 1952, with complaints 
of (1) difficult, noisy breathing, (2) recurrent cyanosis, (3) poor 
ability to nurse, (4) profuse nasal discharge, and (5) loss of 
weight. The infant then weighed 6 lb. 6 oz. (2,891 gm.), ap- 
peared malnourished, and breathed laboriously. Her nose was 
filed with a thin purulent discharge. Except for the nasal 
symptoms, the physical examination revealed no abnormalities. 
Suspecting choanal atresia, the examining pediatrician at- 
tempted to pass a small nasal catheter through each nostril 





12. Ruddy, L. W.: A Transpalatine Operation for Congenital Atresia 
of the Choanae in the Small Child or the Infant, Arch. Otolaryng. 41: 432 
(June) 1945. 

13. Dolowitz, D. A., and Holley, E. B.: Congenital Choanal Atresia, 
Arch, Otolaryng. 49: 587 (June) 1949, 
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without success. The tentative diagnosis of congenita 
choanal atresia was later confirmed by roentgeno 
iodized oil in the nasal cavities. By constant attendance ang 
careful nursing care, the infant gradually reached the weigh; 
of 7 Ib. (3,175 gm.) at 10 weeks of age. At this time (Apri 
21) the choanal atresia was resected by the transpa ' 


ateral 
ms of 


tal ap- 
proach. A Crowe-Davis mouth gag was employed to aon 
the area, and the operator sat at the head of the patient, No 
difficulty was experienced with the ether anesthesia. The surgi. 
cal technique outlined by Ruddy was followed. This consisteq 


of a semicircular incision parallel to the alveolar ridge 4 
posteriorly hinged membranous flap was turned back, expos. 
ing the hard palate. Resection of the hard palate uncovered 
the atretic area, and a subperiosteal dissection of the mucoys 
membrane was done. The obstruction was composed of hard 
bone. It was removed along with the posterior part of the 
septum by the use of chisels, curets, and biting forceps. The 
blind membranous pouches were easily identified and opened, 
and the lining membrane covered most of the raw areas, A 
single perforated no. 8 F. catheter was used as an obturator 
and was inserted into the left nostril and passed posteriorly 
into the nasopharynx. Under direct vision this tube was then 
doubled and passed anteriorly through the right nasal passage 
The two free ends were sewed together, eliminating anchorage 
to tissue. The loop formed in the posterior portion of the 
nose thus served as a gentle dilator exerting mild lateral pres- 
sure and was moved back and forth daily to break adhesions. 
A change of obturator material was easily accomplished by 
sewing a new catheter to the old. Withdrawal of the old 
catheter brought the new into position. This simplified the 
problem of cleanliness and avoided damage to the soft tissues 

The postoperative course was uneventful. The patient gained 
6 oz. (170 gm.) in the first week. A tiny fistula developed 
anteriorly but closed on the third postoperative day. The 
sutures and the catheter were removed on the 14th day. 
Bouginage was carried out with catheters for one week but, 
because of apparent developing stenosis, two short lengths of 
no. 10 F. catheters were inserted and anchored to the septum 
on May 12. The patient was released from the hospital on 





Fig. 2.—Roentgenogram taken from side, showing retention of radio- 
paque oil in the left nasal passage. The outline at the top is the thumb 
of the attendant holding the patient’s head. 


this date, weighing 7 Ib. 7 oz. The tubes were removed seven 
days subsequently, and the airway was excellent. Bouginage 
was carried out weekly until September. On Sept. 19 the 
child was anesthetized and the nasal airway dilated up to the 
size of a no. 16 F. esophageal bougie. Bouginage was again 
employed weekly until November, 1952. Although the child 
was able to tolerate the passage of a no. 14 F. bougie in the 
office, an examination of the nasal passages was carried oul 
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with the patient under general anesthesia on Nov. 21. A 
definite rim of bone could be palpated with mastoid curets 
in each nostril. These areas were simply smoothed down, and 
4 rubber tubing with an outside diameter of 6 mm. was 
anchored in the same fashion as the original catheter. The 
tubing was removed Dec. 12. Further therapy has not been 
necessary, and an excellent nasal airway has persisted. The 
patient has gained weight constantly, and on the last exami- 
nation, May 12, 1953, she weighed 20 Ib. 5 oz. (9,212 gm.). 
On Jan. 25, 1954, the patient was reported to weigh 30 Ib. 
(13.6 kg.) and to be asymptomatic. 


CONCLUSIONS 


The diagnosis of congenital bilateral choanal atresia 
js made easily and may be suspected in an infant with re- 
current cyanosis, feeding difficulty, mouth breathing, and 
nasal discharge. It is probable that some infants who 
have died with the diagnosis of asphyxia neonatorum 
were in reality victims of complete nasal atresia. A few 
patients have been known to survive. Surgical relief of 
the obstruction is imperative. Postponement of surgery 
until the patient can tolerate the conditions is risky and 
undesirable. The transpalatal approach is feasible in the 
young infant, offers surgery under direct vision, and does 
not require special instruments. Hanckel concluded that 
closure of the palatal wound was unnecessary because the 
palatal flap was always sloughed in patients under 6 
months of age. Inasmuch as healing by primary inten- 
tion was obtained in this patient, it seemed advantageous 
to close the incision. The astute physician caring for the 
newborn will uncover more cases in the future. The sur- 
geon has an excellent opportunity to improve the sur- 
vival rate. No previous experience is necessary to handle 
a case properly. 





Lead Poisoning in the Pewter Era.—Just what pewter is defies 
simple definition. To the metallurgist, pewter is any one of a 
series of alloys in which tin is the dominant metal hardened 
by small additions of antimony, copper and bismuth. By popu- 
lar consent, pewter is an alloy of tin and lead, the latter at a 
level of about 10%. Among the (American) colonists, pewter 
was any metal that might be shaped into useful objects with 
the meager facilities available. At times all was lead, and a 
50% lead content was common. . . The early settler was 
not the sort, nor was there opportunity, to have arrived ac- 
companied by neat crates and barrels of deftly packed china 
and silverware. . . . Pewter lent itself to spoons, mugs, plates, 
porringers, tankards, tobacco jars, lamps, candlesticks, and 
storage vessels for foods and alcoholics. . . The tinsmiths 
of England during and before the colonial period were aware 
of the undesirable properties of any lead content in pewter. 
They sought to regulate the percentage in pewter, at times 
demanding its elimination as a constituent. Always one argu- 
ment was the harmful properties of lead. The quality of pewter 
descended with the increased content of lead. As a rule this 
poor quality (triffle, sad ware, lay metal) was shipped off to 
America or was fashioned there. Firm was the belief that a 
percent of lead at or below 10% was harmless. The demand 
for lower percentages was admirable, but if the truth had been 
known, 10% was sufficient to have induced lead poisoning 
under many circumstances. . . The 1723 enactment of the 
Massachusetts Bay Colony prohibiting the distillation of rum 
through pewter stills and still heads is remarkable and perplex- 
ing. It is remarkable that without any exciting precedent this 
protective legal measure quickly followed the complaint from 
North Carolina rum drinkers of ill effects produced by New 
England rum. It is perplexing that no information reveals the 
medical guidance leading to the enactment.—C. P. McCord, 
M.D., Lead and Lead Poisoning in Early America: The Pewter 
Fra, Industrial Medicine and Surgery, December, 1953. 
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SPECIAL ARTICLE 








THE MEDICAL AND HOSPITAL PROGRAM 
OF THE VETERANS ADMINISTRATION 


AN EXAMINATION OF CERTAIN 
POPULAR MISCONCEPTIONS 





Adm. Joel T. Boone (MC), U.S.N. (Ret.), 
Washington, D. C. 


I have always felt that when a magazine publishes an 
article its readers have the right to expect at least two 
things: first, that the author knows what he is talking 
about and, second, that his material is reasonably inform- 
ative and interesting. 

My position and experience as Chief Medical Director 
of the Veterans Administration and the head of its De- 
partment of Medicine and Surgery may offer some assur- 
ance that I meet the requirements of the first point; as to 
the second, it seems to me that what is factual and of 
direct concern not only to physicians but to every Amer- 
ican taxpayer ought to invite, at the very least, sufficient 
interest to encourage informative reading. 

Misconceptions about the Veterans Administration’s 
medical and hospital program are numerous. They are to 
be found in almost any group. They may be seen in the 
pages of some of even the most carefully edited news- 
papers; in popular magazines, usually those with a pen- 
chant for breathless advance notice about the very latest 
in “miracle drugs”; and even in medical journals. 

Such widespread misconceptions or even just plain 
ignorance by distorting medical facts—as I expect to 
show—into half-truths, or downright untruths, can do 
great damage to the medical and professional standing 
and accomplishments. Lack of information also does a 
great deal of mischief to public understanding of what 
Veterans Administration medicine is accomplishing, how 
it is being accomplished, and why it is being done as it is. 

To put the matter bluntly, wrong is wrong and should 
be set right. In common fairness to veterans, the govern- 
ment, to every loyal, hard working member of the Veter- 
ans Administration’s Department of Medicine and 
Surgery, to the American medical and ancillary profes- 
sions—to say nothing of our taxpaying fellow citizens 
throughout the United States—the Veterans Administra- 
tion’s medical and hospital program deserves to be 
discussed in terms of factual accuracy. 

Now, good faith is an admirable quality, but the fact 
that many misconceptions about the Veterans Adminis- 
tration may be passed from one uninformed person to 
another in entire good faith does not lessen by a feather- 
weight the grievous injury done to veterans and their, 
loved ones, to the Veterans Administration’s Department 
of Medicine and Surgery, or to the American medical 
profession, whose cooperative work is so often misunder- 
stood, whose high motives are so hastily maligned, whose 
all-important professional integrity is sometimes mis- 
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takenly assailed by persons who are uninformed, albeit 
of good intent. Some, of course, fully informed may have 
less admirable motives. 

I now respectfully invite my readers to examine, with 
me, the “A to Z” record of certain prevalent misconcep- 
tions about the Veterans Administration’s medical and 
hospital program. If some patent examples are omitted, 
it is only because the list is too long for a treatise of this 
scope. Here, then, are some prime examples of medical 
misinformation about the Veterans Administration, fol- 
lowed in each case by a brief statement of the fact: 


(A) “T hear that ...90% of patients in VA hospitals (in 
some statements the percentage used was 80% or 
two-thirds) are being treated for non-service-con- 
nected disabilities.” 

Considerable interest has been centered on the author- 
ity of the Veterans Administration to hospitalize veterans 
for conditions not attributable to military or naval service. 
Even when this authority is not questioned, questions 
have arisen concerning the degree to which Veterans 
Administration’s beds are used for the care of veterans 
requiring hospitalization for service-connected conditions 
as compared to the number of beds provided for veterans 
requiring care for non-service-connected disabilities. To 
understand more clearly the composition of the patient 
load of the Veterans Administration, it is important to 
consider not only their legal status but their clinical con- 
dition as it relates to chronic illness. The most recent 
statements on the clinical and legal status of veterans 
hospitalized under Veterans Administration auspices are 
those pertaining to the approximately 105,000 patients in 
hospitals on Jan. 31, 1953. Of these: 0.8% were non- 
veterans (U. S. armed forces personnel, humanitarian 
cases, etc.); 37.4% were veterans receiving care for 
service-connected disabilities; 9.8% were veterans dis- 
charged from a military service for disabilities incurred 
in line of duty or veterans in receipt of compensation for 
service-connected disabilities who were receiving care 
for other disabilities; and 52% were other war veterans 
treated for non-service-connected disabilities. 

To stop at this point in discussion of the legal eligibility 
of the Veterans Administration’s patient load is to ignore 
the underlying concept implied in the legislative acts pro- 
viding bed facilities beyond those necessary for the care 
of veterans suffering from service-incurred disabilities. 
Let us therefore examine the nature of the disabilities 
currently being treated in that portion of the total Veter- 
ans Administration bed facilities allocated to the care of 
veterans with non-service-connected disabilities only, 
that is, the group representing 52% of the total patients. 

This group can be initially subdivided as follows: 
32.3% —patients with conditions that are known to be 
chronic in nature, and 19.7% —-patients with presumed 
nonchronic conditions. In the first group I have included 
veterans hospitalized for the treatment of tuberculosis or 
psychosis as well as those hospitalized for some other 
chronic disability as evidenced by the fact that, on the 
particular census day, they had already been hospitalized 
for more than 90 days. These undisputedly chronically ill 
patients total 33,866, or 32.3% of all patients. The rest of 
the patient load, veterans with presumably “nonchronic” 
disabilities, constitute 19.7% of the total patients. When 
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we examine the composition of the so-called nonchronic 
cases we find evidence to suggest that many of them are 
in truth chronically ill; for example, of the 20,642 vet. 
erans with presumed “nonchronic” disabilities, 6,516 
patients, or 6.2% of all patients, are in receipt of or have 
applied for a VA pension for a permanently and totally 
disabling non-service-connected condition. These vet. 
erans, in addition to their severely incapacitating dis. 
ability, must have incomes less than $1,400 a year jf 
without dependents or $2,700 with dependents to be 
eligible for VA pension. While these veterans had been 
hospitalized for less than 90 days when the census was 
taken, it appears likely that because of their severe dis- 
abilities they will require long-term hospitalization. More 
than half of these veterans were being treated for one of 
the following chronic conditions: cardiovascular disease, 
cancer, neurological disease, or arthritis. 

Another small subcategory of interest that had been 
included in the “nonchronic,” non-service-connected 
class are 3,662 patients (or 3.5% of the total patient load) 
who on the day of the census had a claim for compensa- 
tion for a service-incurred disability pending adjudication 
action. A significant percentage of these claims for com- 
pensation are subsequently adjudged to be service-in- 
curred or service-aggravated disabilities and therefore 
would permit the reclassification of these veterans to the 
service-connected category. 

The residual group of veterans with “nonchronic,” 
non-service-connected conditions in hospitals comprise 
10,464 patients (or 10% of the total patient load). 
How many of these patients may require long-term hos- 
pitalization is a moot point. One-third of these patients 
are found to be suffering from one of the following serious 
disabilities: cardiovascular disease, cancer, or neuro- 
logical disease, or arthritis. 

In summary, an examination of the composition of the 
current VA patient population makes it evident that the 
question of the legal eligibility of veterans is somewhat 
complex. It becomes obvious that a description of the 
patient load in terms of two classes, patients with service- 
connected disability and those with conditions that are 
not service connected, is an oversimplification. On legal 
grounds, there are three and not two categories of veteran 
patients: (1) veterans treated for service-connected dis- 
abilities, (2) veterans with compensable service-con- 
nected disabilities treated for non-service-connected 
disabilities only, and (3) other eligible veterans treated 
for non-service-connected disabilities. Moreover, on 
clinical grounds, we find a relatively small percentage of 
VA beds are used for the treatment of patients with “non- 
chronic” disabilities that are not service connected. 
(B) “J hear that . . . veterans with non-service-connected 

ailments sign a pauper’s oath to get into a Veterans 
Administration hospital, and the Veterans Adminis- 
tration makes no effort to check for fraudulent 
oaths.” 

The law does not require a pauper’s oath. The law does 
permit the applicant to make a statement under oath to 
the effect that he cannot afford to pay for necessary treat- 
ment elsewhere. There is a considerable difference, as but 
a cursory thought will reveal. Further, the law specifies 
that the statement under oath shall be accepted by the 











jat 


“~~ © 


a ke | 





Vol. 154, No. 9 


Veterans Administration as sufficient evidence of the 
applicant’s inability to defray necessary expenses. There 
is contained on the form for application for hospital treat- 
ment or domiciliary care a statement of the penalty 
rescribed by statute for making false statements or 
claims, and the applicant, or if he is incompetent, his 
representative, is required to sign that he understands its 
import. In addition, the applicant must provide informa- 
tion concerning his financial status, including income, 
any savings or property holdings, and expenditures. If 
anyone will charge in writing that a Veterans Adminis- 
tration patient has committed fraud in the matter, the 

Veterans Administration will refer the case at once to 

the Department of Justice for any action deemed appro- 

priate. The Veterans Administration is without authority 
to require verification of a war veteran’s statement and is 
not responsible for criminal investigation or prosecution. 

(C) “I hear that . . . patients with non-service-connected 
disability are encouraged by the Veterans Adminis- 
tration to be dishonest in preparing applications for 
hospitalization by claiming pauperism.” 

Criminal fraud of this kind is punishable, upon convic- 
tion, by fine or jail term or both, under Public Law 2, 
73rd Congress, or other statute. I know of no such prae- 
tice. Those who claim they do should, and have a duty 
to, present any evidence they have to the proper author- 
ities. Every American citizen has an obligation to present 
valid information of perpetrated fraud so that the culprit 
may be prosecuted. 

(D) “I hear that . . . too many hospitals have been built 
by the Veterans Administration. Right now there 
are more than are needed to serve eligible veterans.” 

This contention is completely refuted by the size of the 
waiting list of veterans seeking admission to Veterans 
Administration hospitals. The waiting list of veterans who 
are eligible for hospitalization and who have been certi- 
fied by the Veterans Administration as needing hospital- 
ization has averaged more than 17,000 every day in the 
week for many months. Further, the Veterans Adminis- 
tration has built no hospitals except as directed by author- 
izing statute and appropriation acts. 

(E) “I hear that . . . thousands of Veterans Adminis- 
tration hospital beds are standing empty because 
there are not enough patients to keep them filled.” 

Veterans Administration hospital beds are not empty 
because of a lack of patients. The waiting lists of veterans 
seeking admission refute any such contention. Empty 
beds exist in Veterans Administration hospitals because 
of personnel recruitment difficulties or because of con- 
struction projects that are under way. 

(F) “I hear that . . . patients are kept in Veterans Ad- 
ministration hospitals far longer than necessary, 
longer than the normal stay in a non-Veterans 
Administration hospital.” 

When attempts are made to compare the lengths of 
stay of patients in Veterans Administration hospitals with 
those in non-Veterans Administration hospitals, quite 
erroneous conclusions are likely to result. It is difficult, if 
not entirely illogical, to attempt to compare two dis- 
similar groups. I do not need to point out what constitutes 
the patient load of a non-Veterans Administration hos- 
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pital. The patient load of Veterans Administration hos- 
pitals is constituted, for the most part, of an aging popu- 
lation characterized by a greater frequency of multiple 
disabilities and chronic disorders that are less amenable 
to treatment and that require longer care. Approximately 
half of the patients in Veterans Administration hospitals 
are veterans of World War I or earlier periods of service 
with a median age of 61 years. The median age of World 
War II patients is 36 years. Other hospital systems do not 
present comparable situations, and therefore comparisons 
are of little significance. The chronic nature of the Vet- 
erans Administration patient load is indicated by the fact 
that over 51% of the Veterans Administration patients 
in hospitals on Jan. 31, 1953, had already spent more 
than a year on hospital rolls as Veterans Administration 
patients. This situation will become even more accentu- 
ated with the passing of time. There are other factors that 
influence the lengths of stay of patients in Veterans Ad- 
ministration hospitals that are not generally known. The 
accessibility of the patient and the hospital to each other, 
the nature of the service provided in the Veterans Ad- 
ministration hospital, and special requirements for med- 
ical evaluations having a bearing on the veterans’ legal 
status all are of significance. 

When a patient is hospitalized by the Veterans Ad- 
ministration, it is necessary not only to treat the disability 
that caused the patient’s hospitalization but also to study, 
evaluate, and treat other concomitant disabilities the 
patient may have, since pension and compensation pay- 
ments may be affected. When it is realized that com- 
pensation and pension payments for the fiscal year 1953 
amounted to $1,768,225,496, the importance of this 
phase of a veteran’s hospitalization cannot be minimized. 
Further, it is common practice for a patient who enters 
a non-Veterans Administration hospital to have already 
had preliminary examinations and laboratory tests, and 
it is not usual to retain such a patient in the hospital until 
medical attention is no longer called for. The patient’s 
treatment in this class is continued and completed after 
his release from the hospital by his doctor. All this cuts 
down the length of stay of the patient in the non-Veterans 
Administration hospital. The situation that prevails in 
patients cared for by Veterans Administration hospitals 
is not analogous. The hospital must start its medical work- 
up On its patients from the beginning and must carry it to 
completion, since only patients with service-connected 
conditions may be cared for on an outpatient basis. 

Finally, the lengths of stay of Veterans Administration 
patients are influenced by the necessity, in many instances, 
for properly arranging for the patients’ post-hospital- 
ization care. The more aged patients may be afflicted with 
considerable residual disabilities upon conclusion of treat- 
ment. A moment’s thought will demonstrate the necessity 
for retaining them in the hospitals until suitable arrange- 
ments can be effected for their post-hospitalization care. 
(G) “I hear that . . . Veterans Administration hospital ; 

construction is a waste of public money. They cost 
more to build per bed than do non-Veterans Ad- 
ministration hospitals.” 

The “cost-per-bed” argument is illogical and com- 
pletely misleading; however, even when this is used as a 
computation, the cost of Veterans Administration hos- 
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pitals has been found to compare favorably with non- 
Veterans Administration hospitals throughout the coun- 
try. A far more reasonable comparison is cost-per-square 
foot of floor space or cost-per-cubic-foot of content. 
Because of the types of patients and the requirement that 
complete medical service must be rendered, Veterans 
Administration hospitals of necessity contain space and 
equipment for various kinds of therapy, space and equip- 
ment for rehabilitative measures, dining facilities, admin- 
istrative offices, chapels, libraries, none of which provide 
beds, all of them requiring space. Considerations like 
these make “cost-per-bed” statistics completely mis- 
leading. 

(H) “J hear that . . . some patients who enter Veterans 
Administration hospitals have prepaid hospital in- 
surance. They cannot properly sign a statement 
that they are unable to pay, and, besides, why does 
not the Veterans Administration try to collect that 
money?” 

Prepaid hospital insurance and a veteran’s “ability to 
pay” are not antithetical or inconsistent. At the very 
most, medical insurance applies only to that part of medi- 
cal care covered by the policy. It seldom covers all hos- 
pital costs, and it does not pretend to cover all costs in 
related areas. For example, hospitalization insurance 
does not usually cover all medical costs, physicians’ fees, 
examinations, and so on, all of which are included in 
Veterans Administration hospital care. 

Effort by the Veterans Administration to recover hos- 
pital insurance payments is not based on the belief that 
the insurance policy indicates a veteran’s ability to pay. 
It is based on the Veterans Administration’s authority to 
prescribe limitations for non-service-connected hospitali- 
zation. And, of course, should the Veterans Administra- 
tion receive such payment, not one cent comes from the 
veteran or his family. Collection is made from a third 
party, the insurance company, or other person who is 
liable for such costs. The sheer truth is that the Veterans 
Administration is collecting such payments wherever and 
whenever actual liability exists. During the fiscal year 
1952, the Veterans Administration secured for the federal 
government approximately $3,050,000 in reimburse- 
ment for hospital care furnished veterans with non-serv- 
ice-connected disabilities, for which hospital care third 
parties were liable in contract or tort. But Veterans Ad- 
ministration collections of this sort in no way indicate the 
slightest departure from the lawful policy of dealing with 
patients having non-service-connected disabilities. 

(1) “J hear that . . . if the Veterans Administration 
would toss out all patients with non-service-con- 
nected disability and admit to its hospitals only 
service cases millions of dollars would be saved and 
the veterans with non-service-connected disability 
could pay for their treatment in private hospitals 
just as anyone else.” 

Those who subscribe to the above opinion err in sev- 
eral major premises. The Veterans Administration could 
not, even if it would, toss out all patients with non-service- 
connected disability. The law prescribes the eligibility 
requirements of veterans for admission to Veterans Ad- 
ministration hospitals, for the treatment both of service- 
connected and of non-service connected disabilities. The 
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Veterans Administration administers the law, and jt, 
hospital program is predicated on its provisions. Only 
Congress can change the law, not the Veterans Admin. 
istration. Assuming, however, that Congress did change 
the law and that veterans with non-service-connected djs. 
ability were in fact barred from Veterans Administration 
hospitals, it does not follow that millions of dollars woulg 
be saved the American taxpayer. The bulk of such pa- 
tients, which includes the tuberculous and neuropsychj. 
atric patients, those with long-term chronic cases, and the 
indigents, would either have to be treated at public ey. 
pense in other public-supported hospitals, with no cop. 
sequent “savings of millions,” or would receive no care 
at all, with consequent economic loss to the community, 
state, and nation. j 


(J) “I hear that... Veterans Administration hospitals 
are full of a lot of ‘frills’ that produce useless 
‘coddling’ of patients. Veterans Administration hos. 
pital methods should be streamlined in accordance 
with best medical opinion in the U. S.” 


It has generally been found that those who hold that 
Veterans Administration hospitals are full of a lot of 
“frills” are uninformed as to the medical reason for and 
uses of the so-called frills. These so-called frills, when 
investigated, prove to be approved and accepted proce- 
dures in modern medicine, which has made giant strides 
in recent years. As for the Veterans Administration’s hos- 
pital methods, the close collaboration of the hospitals 
with this country’s leading medical schools has resulted 
in a practice of medicine in Veterans Administration hos- 
pitals that has received widespread commendation. Mod- 
ern hospital treatment includes many items not formerly 
thought indispensable or even practicable. 

(K) “I hear that... Veterans Administration hospitals 
are an opening wedge for socialized medicine. The 
overwhelming majority of its patients with non- 
service-connected disability are depriving private 
physicians of legitimate fees.” 

It would be well at this point to review the constitution 
of the Veterans Administration’s hospital patient popula- 
tion as itemized under (A) above. Of the 104,820 pa- 
tients, 14% were tuberculous, 48.3% were psychotic, 
3.7% had other psychiatric disorders, and 4.7% had 
neurological disabilities. Well over a third of the tubercu- 
lous patients had been on the hospital rolls for more than 
1 year, well over a third of the psychotic patients for more 
than 10 years, and over 50% of all patients hospitalized 
on Jan. 31, 1953, had already spent more than a year on 
hospital rolls as Veterans Administration patients. Fur- 
ther, nearly half of the World War I patients (hospitalized 
for all causes) had been on hospital rolls as Veterans 
Administration patients for more than 5 years and nearly 
one-fourth for more than 15 years. Over 47% of the 
World War II patients had been on hospital rolls for more 
than a year and 23% more than five years. I leave it to 
the judgment of the reader whether these patients could 
be expected to defray the costs of such long periods of 
hospitalization. It is reasonable to assume that were they 
excluded from the Veterans Administration hospitals they 
would turn elsewhere for treatment at public expense, 
burdening beyond their capacities the already overtaxed 
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state, city, and county institutions. Further, I believe it 

unrealistic to compare Veterans Administration medicine 

with socialized medicine as it exists in some countries. 

(L) “I hear that .. . what the Veterans Administration 
is really doing is hiding behind the law.” 

This is a statement of opinion that is negative, unreal- 
istic, and untrue. Properly stated: The Veterans Admin- 
istration is obliged to and intends to obey the law at all 
times. It executes the law that was promulgated for it to 
follow. The Veterans Administration cannot, in the nature 
of things, “hide” behind anything or anybody, so far as 
public knowledge of its duties and its accomplishments is 
concerned. Ultimately, it is for the people of the United 
States to say what the Veterans Administration shall do; 
the Veterans Administration is merely the servant of the 
people to carry out their mandates as expressed in law. 


(M) “I hear that . . . veterans and their wives and chil- 
dren get free medical care in Veterans Administra- 
tion hospitals. I have heard of cases in which the 
wives have their babies and the children have their 
tonsils removed at the taxpayer’s expense.” 


That just is not true and never has been. Wives, chil- 
dren, dependents, and relatives of veterans cannot and do 
not get medical service from the Veterans Administra- 
tion, unless they themselves are eligible in their own right 
by reason of the fact that they themselves are veterans. 
The women patients being treated by the Veterans Ad- 
ministration are women veterans, and for them pregnancy 
per se does not entitle them to hospitalization by the Vet- 
erans Administration. 

(N) “J hear that... getting into a Veterans Adminis- 
tration hospital is a matter of favoritism. I have 
heard of a sick veteran waiting weeks and weeks to 
get into a hospital, whereas I have seen veterans 
from this same town admitted, and they did not look 
a bit sick to me.” 

Admittance to a Veterans Administration Hospital is 
regulated by rules set up under the law. Emergency cases 
get top priority; service-connected cases get first call. 
Patients with non-service-connected cases must be legally 
eligible for treatment, must need hospital treatment, must 
be unable to pay for necessary care (permissibly evi- 
denced by sworn statement of such inability), and must 
follow priority rules for admission. Patients who do not 
need treatment cannot be admitted except those who are 
brought in for a period of observation and examination 
for adjudication of claims. During the fiscal year of 1953, 
nearly a million applications for hospital care were re- 
ceived; 468,349 were admitted. 

(O) “I hear that .. . there is no humanity in Veterans 
Administration hospitals. Patients are handled like 
robots. I heard of a patient, seriously ill with tuber- 
culosis, sent miles away for treatment instead of to 
the Veterans Administration hospital close to home 
where his wife and children could visit him. It is 
not humane.” 

On the contrary, it is humane and sensible, too. The 
humane thing is to give this patient the best possible treat- 
ment for tuberculosis and to return him to his home and 
family in the shortest time possible. Sometimes a special- 
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ized tuberculosis hospital remote from his home is the 

answer to a problem of this sort; however, when it is 

medically feasible, the invariable Veterans Administra- 
tion rule is to hospitalize veterans as close as possible to 
where their families live. 

(P) “I hear that . . . Veterans Administration hospitals 
are more like country clubs than places for sick 
persons. Why all this tennis and golf, all this basket 
weaving and shop work? I thought that the aim is to 
cure the patient.” 

The aim is to cure the patient and to do this with the 
utmost speed consistent with good medical practice. In 
Veterans Administration hospitals, we treat the “whole 
man,” not just the disease. Games, shop work, and other 
programs are done on doctors’ prescriptions; in short they 
are part of various therapies aimed at helping to make the 
patient ready for discharge at the earliest possible time. 
“Getting well” involves far more than lying in bed and 
taking medicine. Veterans Administration medicine is 
modern medicine at its best. With thousands clamoring 
for admission, what possible motive could the Veterans 
Administration have for extending care unnecessarily? 
(Q) “I hear that . . . one veteran with a service-con- 

nected disability is treated by his private doctor, 
while another fellow is not. I heard of a veteran with 
a service-connected disability who went to his own 
hometown doctor, and then when the bill came due, 
had to pay out of his own pocket. Yet the other 
veteran did not pay. Does this make sense?” 

It is a matter of following simple, easy-to-understand 
rules. If a veteran with a service-connected disability 
needs medical treatment and treatment at a Veterans Ad- 
ministration facility is not convenient for the Veterans 
Administration, or for him, he may be granted permission 
to go to his own private physician, if he applies before- 
hand for the Veterans Administration’s authorization. If 
a veteran does not apply to the Veterans Administration 
before going to his own doctor for treatment, he does not 
bring himself within the rules and risks paying out of his 
own pocket for the unauthorized private treatment. 

(R) “7 hear that... Veterans Administration doctors 
are below par professionally. There is no incentive 
for a young doctor who is ambitious and eager to 
advance in his profession if he joins the Veterans 
Administration medical staff.” 

Those who hold this view manifest an astounding igno- 
rance of the professional staff of the Department of Medi- 
cine and Surgery of the Veterans Administration and the 
opportunities that are afforded its members. As of the 
last day of the fiscal year 1953, 2,210 physicians were 
receiving residency training under medical school super- 
vision at 73 Veterans Administration hospitals and in 1 
Veterans Administration mental hygiene clinic. There 
were 65 different medical schools affiliated with 85 Vet- 
erans Administration hospitals. The faculty members and . 
other leaders in the profession not only share in the treat- 
ment of the Veterans Administration’s patients but also 
engage in the education and research programs in opera- 
tion throughout the Veterans Administration hospital 
system. Postgraduate and in-service training programs 
provide ample opportunities for educational and profes- 
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sional advancement. In those Veterans Administration atric conditions, it is interesting to note that 2,700 of the 




















hospitals situated at a distance from medical schools and former and 2,800 of the latter group were discharged : 
institutions, leaders in medical and related fields of health from Veterans Administration hospitals during the |ay th 
have been able to bring to the staffs of these hospitals by quarter of 1952. This evidences real accomplishment_ fu 
lecture programs information concerning recent develop- worth far more to the country than it costs. 
ments in a wide variety of fields of specialization. In fact, (V) “I hear that... the Veterans Administration |e, ( 
the success of Veterans Administration medicine has been mental patients go home when the family insists e 

closely related to the education and research activities, it—then later the released mental patient kills a 

all essential factors in providing the veteran patient with body. Why do Veterans Administration hospitals 

the best possible medical treatment and hospital care. release persons like that to become public ng 

There is no better professional opportunity for a young, aces?” 

ambitious physician than in Veterans Administration A patient afflicted with a mental disorder cannot be 
medicine. It is not a get-rich-quick opportunity but one legally kept in a Veterans Administration hospital against : 
to grow by serving, to progress by accomplishment. his will unless he has been legally committed by an au- : 
(S) “J hear that . . . research into atomic medicine and thority of proper jurisdiction. A person who has not been e 


other things out of place in a hospital are going on 
at the Veterans Administration. Why all this em- 
phasis on isotopes? Why not do the things that 
actually help sick patients get well?” 

Atomic medicine is not out of place in a Veterans Ad- 
ministration hospital. Radioisotopes are used in clinical 
diagnosis and treatment as well as in medical research. 
The medical profession has learned their value in thyroid 


committed is a voluntary patient; if he insists on leaving, 
the Veterans Administration medical authorities cannot 
legally detain him. However, every effort is made to col- 
laborate with family and civil officials to insure commit- 
ment when deemed necessary for the safety of the patient 
or the public. Veterans Administration hospitals are not 
asylums. 


(W) “I hear that . . . Veterans Administration hospitals 

























P and suspected brain tumor cases, to mention only two of stage ‘raids’ in their local areas to snatch away 
| a large array of physical ailments susceptible to this new doctors and nurses who may be badly needed where ' 
n diagnostic and therapeutic procedure. Veterans Adminis- they are.” 


tration atomic medicine research is in the van of this kind 
of medical advance. In fact, the Veterans Administration 
is operating some 27 radioisotope laboratories. They 
complement the investigations of the Atomic Energy 
Commission. In addition, every advance made in a Vet- 
erans Administration laboratory is available to the entire 
medical profession, as is every other advance in other 
fields. It would be difficult to refute the proposition that 
Veterans Administration medicine has furthered inesti- 
mably general medical practice, or that it should do so. 


4 (T) “J hear that. . .in Veterans Administration hospitals 
they practice on patients with young and untried 
doctors who have insufficient experience.” 

That is completely untrue. Resident physicians in train- 
ing for specialties are the backbone of any well-run hos- 
pital. All are graduate doctors. All have completed an 
internship. All have been recommended by dean’s com- 
mittees in the foremost medical centers in the United 
States. Young, well-qualified, and ambitious physicians 
gladly enter Veterans Administration medicine because 
it puts them in daily touch with the latest and best in 
treatment and the most modern medical concepts and 
practice. 

(U) “J hear that... ina Veterans Administration mental 
hospital veterans disappear for good. They are just 
kept there and are never cured.” 


The Veterans Administration considers its hospitals as 
integral parts of the communities in which they are lo- 
cated and, as such, strives for a mutual spirit of good will 
and cooperation between Veterans Administration and 
non-Veterans Administration medical institutions in any 
given area. The “raiding” of local areas as a method of 
obtaining doctors and nurses for the staffing of new Vet- 
erans Administration hospitals is contrary to the Veterans 
Administrations hiring policy, and any such charge is not 
supported by the facts. The Veterans Administration’s 
hospital system is national in scope. Doctors and nurses 
who express their interest in serving with the Veterans 
Administration indicate their geographical preferences 
for assignments. Vacancies are filled by transfers from 
other stations and by new appointments, meeting the de- 
sires of the new applicants as to location insofar as it is 
possible. 

(X) “7 hear that... a lot of these patients with so-called 
non-service-connected disability in Veterans Ad- 
ministration hospitals are alcoholics who are ad- 
mitted just so they can ‘sober up.’ ” 


The same principles and procedures govern the ad- 
mission of these veterans to Veterans Administration 
hospitals as apply to all veterans. When it is medically 
determined that a veteran is in need of hospital treatment, 
he is admitted, if he is legally entitled to Veterans Ad- 


















It is realized that the length of hospitalization of a 
patient afflicted with a mental disorder may extend over 
a considerable period of time. I have pointed that out 
elsewhere in this article. Nevertheless, through the efforts 
of all the persons that comprise the hospital teams of 
Veterans Administration hospitals, large numbers of pa- 
tients are being rehabilitated successfully to permit them 
to return to their families. To indicate the extent to which 
the Veterans Administration is succeeding in helping the 
psychotic patients and those afflicted with other psychi- 


ministration care and a bed is available. Unless he meets 
all criteria, he is not admitted. 


(Y) “I hear that . . . Veterans Administration doctors 
are older physicians who could not succeed in pri- 
vate practice and join the Veterans Administration 
for snug berths.” 

This is the opposite side of the “green young doctor” 
canard, It is, of course, just as false. As of June 30, 1953, 
1,684 out of a total of 4,160 full-time Veterans Adminis- 
tration doctors held memberships in various of the several 
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epecialty boards. The progressive medical atmosphere of 

the medical department of the Veterans Administration 

that pervades through all of its echelons completely re- 
futes this contention. 

(Z) “I hear that . . . veterans whose illness has nothing to 
do with their service in the armed forces are no 
more entitled to free Veterans Administration hos- 
pitalization than anyone else. After all, we are all 
citizens. Why should the Veterans Administration 
discriminate in favor of one group?” 

The Veterans Administration discriminates in favor of 
neither group, veteran or nonveteran. It applies the laws 
as they have been enacted by Congress, which express 
but the will of the people as made manifest through their 
elected representatives. From colonial days, the citizenry 
of this country have offered its resources to the veterans 
of this nation and have expressed its interest in meeting 
their medical needs. Until this concept of the people is 
relinquished through legislative expression, the Veterans 
Administration will continue to administer the laws as 
they exist today. 

| think enough has been written, although briefly, to 
sustain my thesis that many prevalent notions about Vet- 
erans Administration medicine have no basis in fact and 
contribute nothing to better public understanding of the 
very real problems, the truly hard labors, and the demon- 
strable achievements of the Department of Medicine and 
Surgery of the Veterans Administration. In bringing this 
topic to the attention of my fellow physicians, I am ani- 
mated by the hope that all of us may join hands profes- 
sionally in an endeavor, if not to wipe out these and other 
misconceptions, at least to help minimize their ill-effects 
as far as we may. To silence the malicious rumor monger 
isan impossible task but to shine a little truthful light into 
dark corners, where darkness exists only because no one 
has yet bothered to come with a light, it seems to me, 
offers a real opportunity to medical men of good will 
everywhere. And the gainers will be the veterans, the 
hospital patients, the physicians, and all the tax-paying 
citizens of our country. 


COMMENT ON ADMIRAL BOONE’S ARTICLE 


In May, 1953, the foregoing article was submitted for 
publication by Adm. Joel T. Boone, Chief Medical Director 
of the Veterans Administration, On May 27 the article 
was rejected, since it was felt that it contained a consid- 
erable amount of information already well known to the 
medical profession. In addition, the subject of medical care 
and hospitalization of veterans with non-service-connected disa- 
bilities was scheduled for+consideration by the Board of Trus- 
tees and the House of Delegates of the American Medical 
Association at its annual meeting to be held in June. The 
manuscript has again been submitted by Admiral Boone, with 
the request that it be published in the light of the new policy, 
with respect to veterans’ medical care, which was established 
by the Association at its meeting last June. 

In view of the controversial nature of some of the items 
discussed, Admiral Boone’s article is published as submitted, 
together with a critique of some of the items discussed. This 
critique was prepared by those who are closely associated with 
the interpretation of the policies of the American Medical 
Association concerning medical care for veterans—Eb. 


The above article was rejected for publication in May, 
1953. Since that date, and following the action of the 
House of Delegates in June, 1953, with respect to vet- 
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erans’ medical care, Admiral Boone and others are re- 
ported to have protested the action of the Editor in refus- 
ing publication of his manuscript. Copies of the article 
were sent to members of the House of Delegates of the 
American Medical Association and to other officers and 
Officials. In addition, the Association was criticized be- 
fore committees of Congress for its action. At the request 
of the author of the article, it was published in the appen- 

dix of the Congressional Record by Mrs. Edith Nourse 

Rogers, chairman of the House Committee on Veterans 

Affairs. 

Despite the fact that the article has comparatively little 
bearing on the basic elements involved in the present 
position of the Association with respect to veterans med- 
ical care, it seems well to discuss it briefly to dispel the 
confusion that it may create. 

It is possible that the alleged “misconceptions” referred 
to in the article do exist in some quarters. However, it is 
certain that the majority of them are not prevalent in 
medical circles. For the most part, they either are the 
result of statistical manipulations or consist of issues that 
have been amplified in order to provide a medium for 
publicizing well-known information concerning the Vet- 
erans Administration and its medical program. In his 
paper Admiral Boone poses 26 questions that he pro- 
fesses to answer. In some instances his statements are 
completely accurate and relate to matters that have never 
been questioned by the medical profession. In other in- 
stances, however, his remarks are more confusing than 
explanatory. It is felt that 10 of the 26 points raised re- 
quire further explanation. 

To simplify this analysis, the various points in question 
will be repeated. 

(A) “7 hear that ...90% of patients in VA hospitals (in 
some statements the percentage used was 80% or 
two-thirds) are being treated for non-service-con- 
nected disabilities.” 

In discussing this statement a series of statistics are 
presented which are intended to minimize the extent of 
non-service-connected medical care that is currently be- 
ing provided by the Veterans Administration. 

At the outset it should be recognized that as in all 
discussions of this type, irresponsible statements have 
been made by persons on both sides of the question. 
These most frequently occur when statistics are involved. 
In most instances in which substantial variations have 
occurred they have resulted from the fact that the persons 
concerned have been talking about entirely different 
things. As an example, the figures presented by Admiral 
Boone under item A refer to the number of patients in 
Veterans Administration hospitals as of a given date, 
i. e., Jan. 31, 1952. There can be no question but that 
the figures here presented and the percentage of service- 
connected disabilities (35.6% ) are completely accurate. 
It is not sufficient, however, to consider only these figures. 

Persons who have referred to the non-service-con- 
nected load as consisting of from 80 to 90% of the total 
Veterans Administration medical program were undoubt- 
edly speaking in terms of the total number of patients 
admitted or discharged in a given year. According to the 
figures of the Veterans Administration its admissions for 
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the calendar year 1951 totaled 509,720. Of this number, 
84.6% were non-service-connected cases. It is clear, 
therefore, that Admiral Boone and the persons who have 
alleged a higher percentage of non-service-connected 
cases may both be correct, depending upon whether they 
were talking about total admissions for a given year or 
the patient load as of a given day. 

In answer to this same question an attempt is made 
in the article to explain away the remaining 64.4% of the 
VA patient load (non-service-connected cases) as of a 
given day: Jan. 31, 1952. It is indicated that 11.4% of 
these patients were veterans discharged from military 
service with service-connected disabilities who are now 
receiving care for other disabilities. Falling within this 
group are those veterans who have some type of service- 
connected disability for which hospitalization is not now 
required. These men have contracted some additional dis- 
ease or disability completely unrelated to military service 
for which they are now being hospitalized. It is obviously 
unfair to refer to the disabilities of this group as service 
connected. The remaining war veterans (52.4%) are 
acknowledged in the article as being treated for non- 
service-connected injury or disabilities. 

As indicated, some of these persons are suffering from 
tuberculosis, neuropsychiatric disorders, or chronic dis- 
eases. They are, nevertheless, of non-service-connected 
origin. In addition, some may or may not be entitled to 
receive a “pension.” The diseases or disabilities for which 
medical care is provided nevertheless have no relation- 
ship to military service. The fact that a limitation of 
income is imposed before a pension can be paid is of im- 
portance only as one element in determining whether a 
veteran may or may not be able to pay the cost of his own 
medical care. 


(B) “I hear that... veterans with non-service-connected 
ailments sign a pauper’s oath to get into a Veterans 
Administration hospital, and the Veterans Adminis- 
tration makes no effort to check for fraudulent 
oaths.” 


As has been stated on many occasions in discussing 
the position of the Association in this matter, it is not our 
desire to comment on alleged maladministration by the 
Veterans Administration, the ability or inability of indi- 
vidual veterans to pay, or the extent to which the use of 
the Veterans Administration Form 10-P-10 is being 
abused. It should be noted on this point that recently the 
Veterans Administration devised a new form and pro- 
mulgated new regulations that will require the veteran to 
supply additional information regarding his financial 
status. This change in itself is an admission that more 
stringent regulations were necessary. 

There has been no change in the basic law since the 
date the article in question was written. Therefore, qu*s- 
tions are bound to be asked as to the source of the au- 
thority of the Veterans Administration, which they have 
not seen fit to exercise during the many years since this 
legislation was originally enacted. 

(D) “I hear that . . . too many hospitals have been built 
by the Veterans Administration. Right now there 
are more than are needed to serve eligible veterans.” 
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In answering this contention, reference is made to the 
number of veterans currently awaiting admission to Ve. 
erans Administration hospitals. In this connection jj 
should be noted that as of Nov. 30, 1953, there were 
17,512 veterans awaiting admission to VA installations 
Of this number only one was suffering from disabilitie, 
of service-connected origin. Thus, in determining whethe, 
too many hospitals have been built by the Veterans Aq. 
ministration, it is necessary to consider the size of exis. 
ing facilities, the number of patients with non-service. 
connected cases receiving medical care, and the patien; 
waiting list, in the light of the original purpose and inten 
of the law. 

There can be no doubt that the primary mission of the 
medical program of the Veterans Administration js to 
care for veterans with service-connected disabilities 
Medical care and hospitalization was authorized only for 
patients with non-service-connected cases because of g 
surplus of hospital beds in 1923. The basic legislation 
authorizing the present program stipulates that medical 
care and hospitalization in non-service-connected cases 
shall be provided only within the limits of existing facil. 
ities. For many years the number of Veterans Adminis- 
tration hospital beds has been more than adequate to 
take care of the service-connected patient load. Conse- 
quently, VA hospitals that have been built during the past 
several years and those in the planning state must be in- 
tended primarily for non-service-connected medical care, 
Anyone interested, therefore, in discussing veterans’ 
medical care, within the framework of existing law, is 

justified in the statement that too many VA hospitals 
have been built. 


(F) “J hear that ... patients are kept in Veterans Ad- 
ministration hospitals far longer than necessary, 
longer than the normal stay in a non-Veterans 
Administration hospital.” 

While it has not been alleged by the medical profession 
that patients are kept in Veterans Administration facili- 
ties longer than necessary, it is proper to compare the 
ength of stay in VA facilities with the length of stay in 
nonfederal facilities. According to the figures of the Vet- 
erans Administration, the average VA hospital stay fora 
patient receiving general medical and surgical care is 
30.4 days, compared to 7.5 days for a patient with similar 
disabilities in a civilian hospital. In private hospitals dur- 
ing a year’s time each bed is utilized to provide care for 
35.4 patients, compared to each VA general medical and 
surgical bed, which provides care for only 8.9 patients. 
(H) “J hear that . . . some patients who enter Veterans 

Administration hospitals have prepaid hospital in- 
surance. They cannot properly sign a statement 
that they are unable to pay, and, besides, why does 
not the Veterans Administration try to collect that 
money?” 

Much has been said concerning the right and authority 
of the Veterans Administration to recover private health 
insurance benefits to which hospitalized veterans are en- 
titled. As has been indicated before, the administrative 
practice of the Veterans Administration in accepting for 
hospitalization veterans suffering from non-service- con- 
nected disabilities who have prepaid health insurance |s, 
to say the least, difficult to rationalize. 
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Administrative regulations authorizing the collection 
of such benefits by the Veterans Administration are in- 
consistent with previous pronouncements that it is not 
possible to investigate the statement of the veteran con- 
cerning his inability to pay hospital expenses. Either this 
contention is true and his statement must be accepted 
without question or the authority cited in Section 6 of 
Public Law No. 2, 73rd Congress, is sufficient to permit a 
more complete determination of a veteran’s actual ability 
to pay. 

By interesting itself in this one particular aspect of the 
veteran’s financial status, the Veterans Administration 
has, in effect, evoked a limited means test. If the desire 
of the Veterans Administration is really to mitigate the 
financial burden imposed on the taxpayers of their coun- 
try by the operation of the Veterans Administration hos- 
pital program, it would seem to be more easily accom- 
plished by adherence to the original intent of the congress, 
j.¢., to limit hospital care to veterans with service-con- 
nected disabilities and to veterans with non-service- 
connected disabilities who are truly unable to pay for 
their care and for whom beds are available. 

(1) “I hear that . . . if the Veterans Administration 
would toss out all patients with non-service-con- 
nected disability and admit to its hospitals only 
service cases millions of dollars would be saved and 
the veterans with non-service-connected disability 
could pay for their treatment in private hospitals 
just as anyone else.” 

While it is true that the Veterans Administration could 
not on its own initiative eliminate medical care and 
hospitalization for veterans with non-service-connected 
disabilities, it is certainly not improper for an individual 
citizen or for an organization such as the American 
Medical Association to attempt to effect a curtailment of 
the present medical care program through appropriate 
amendments to existing law. Efforts by certain officials 
of the Veterans Administration to prevent any change 
in existing legislation is in actuality “lobbying” and highly 
improper. 

With respect to the shifting of the tax burden it is true 
that the transfer of veteran patients with non-service- 
connected disabilities from federal to local hospitals 
might mean an increase in local tax burden. It would, 
however, also mean a decrease in the national tax burden. 
Most persons would not quarrel with such a result, since 
it is generally recognized that, the closer to home tax 
funds are spent, the more efficiently they are used. 

(K) “I hear that . . . Veterans Administration hospitals 
are an opening wedge for socialized medicine. The 
overwhelming majority of its patients with non- 
service-connected disability are depriving private 
physicians of legitimate fees.” 

The suggestion that the present veterans medical care 
program is an opening wedge for socialized medicine is 
not without foundation in fact. Consideration of this 
proposition cannot, however, be properly limited to a 
discussion of its economic aspects but rather should be 
enlarged to include consideration of the basic philosophy 
of the present program. Attention is invited to the state- 
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ment presented by Dr. Walter B. Martin, President-Elect 
of the American Medical Association, in his appearance 
before the committee of the House Veterans’ Affairs 
Committee on July 13, 1953. At that time, Dr. Martin 
stated, in part: 

The gradual expansion and intervention of the federal gov- 
ernment into the affairs of local governments and individuals 
during the past decade has apparently confused some people 
as to the proper responsibilities of each. Continued federal 
encroachment into private affairs cannot be advocated logi- 
cally and consistently by those who, at the same time, voice 
their opposition to socialism. It is time to reorient our think- 
ing and to recognize the dangers which threaten the foundation 
of our basic philosophy before we reach the point of no return 
in terms of collective socialistic planning. It would be un- 
fortunate indeed, if, in our efforts to reward patriotism, we 
were responsible for the creation of a system of government 
medicine, against the will of the majority, with its inevitable 
deterioration in the quality of medical care for veterans and 
non-veterans alike. 


In discussing this point the article attempts to inject an 
economic motive for the policy of the medical profession. 
This obviously cannot be done sucessfully. Doctors who 
treat VA patients now are paid for their services; doctors 
who treat state or county welfare patients frequently are 
not. In other words, the medical profession, as a whole, 
will lose rather than gain economically by this policy. If 
all of the patients with non-service-connected conditions 
are unable to pay, as consistently alleged by proponents 
of the present program, they will not be able to pay a 
private physician. 

(L) “J hear that... what the Veterans Administration 
is really doing is hiding behind the law.” 


The comments made in connection with questions (B) 
and (I) are also germane to this item. 

(W) “I hear that... Veterans Administration hospitals 
stage ‘raids’ in their local areas to snatch away 
doctors and nurses who may be badly needed where 
they are.” 

Although it is probably improper to refer to the at- 
tempts of the Veterans Administration to acquire addi- 
tional personnel as “raids,” it is nevertheless true that the 
expanding VA medical program has contributed to an 
artificial shortage of medical and allied health personnel 
in some areas. For every increase in federal hospital 
beds, more medical personnel is needed—physicians, 
dentists, nurses, laboratory technicians, and others. To 
maintain training programs at these hospitals, more in- 
terns and residents are needed. In setting salary scales 
for this personnel the federal hospital is not limited by 
its income. It has no need to observe the prevailing wage 
scale in the community. It does not need to consider 
what the patient is able to pay for hospital service: As a 
result the federal hospital can outbid the nongovernmen- 
tal hospital for medical and health personnel and for 
medical trainees. The nongovernmental hospital can meet 
the federal bid only by increasing the patient’s hospital 
bill. 

In this connection it is interesting to note the following 
statement which appears in the annual report of the Vet- 
erans Administration for 1952: “In an attempt to attract 
qualified personnel, approximately 13,000 brochures de- 
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scribing VA medical service have been forwarded to in- 

dividuals and to 1,035 hospitals having approved resi- 

dency training programs.” 

As a specific example of local reactions reference is 
made to a resolution adopted within the last month by 
the Cook County Board of Illinois, demanding that the 
draining of health personnel by the VA stop. The resolu- 
tion was sponsored by Commissioner John J. Duffy, who 
said that 95% of the nurses trained by Cook County 
leave for jobs in veterans hospitals and other federal and 
private institutions. 

(Z) “I hear that... veterans whose illness has nothing to 
do with their service in the armed forces are no 
more entitled to free Veterans Administration hos- 
pitalization than anyone else. After all, we are all 
citizens. Why should the Veterans Administration 
discriminate in favor of one group?” 

“The Veterans Administration discriminates in favor 
of neither group, veteran or nonveteran. It applies the 
laws as they have been enacted by Congress, which ex- 
press but the will of the people as made manifest through 
their elected representatives.” 

In reviewing the testimony, comments, and remarks of 
representatives of the Veterans Administration before 
congressional committees and in public appearances, it 
is questionable that they have adhered solely to the role 
of administrators of the law. Attempts to discredit individ- 
uals and organizations that are interested in changing 
that law through proper and recognized democratic proc- 
esses are completely unjustified and improper. 

As indicated in the initial paragraphs of this critique, 
it is not the purpose of the medical profession to discuss 
the veterans medical care program on the basis of the 
questions posed in Admiral Boone’s article. The medi- 
cal profession is not primarily concerned with alleged 
maladministration by the Veterans Administration nor is 
it discussing the Veterans Administration Form 10-P-10, 
the ability of individual veterans to pay or the number of 
“chiselers” in VA hospitals. Rather it is imperative that 
consideration be confined to the really fundamental 
questions, which include: 

1. Just what is the justification for providing “free” medical 
care to veterans with non-service-connected disabilities? 

2. What is the present system doing to the civilian medical 
teaching program? 

3. Is it creating an artificial shortage of health personnel? 

4. Is it lowering the standards and increasing the costs of 
health care for the general public? 

5. Is it contributing to an overlapping of federal medical 
facilities? 

6. Is the huge expense and resulting tax burden justified? 
and 

7. Do the veterans of this country really want this type of 
handout? 


The issue involves basic principles that concern not 
just veterans and physicians but all of the American peo- 
ple. In a nation with a large, growing, and aging veteran 
population, there must be a clarification of just how far 
the federal government should go in assuming respons- 
ibility for the medical care of those citizens who once 
wore a military uniform. The ultimate answer will have 
a vitally important effect on the future health, economic 
welfare, and social philosophy of the entire nation. 


J.A.M.A., Feb. 27, 1954 
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The following abstracts of recent nomenclature decisions oj 
the Council is authorized for publication. ; 
R. T. StorMONT, M.D., Secretary. 


NEW GENERIC AND BRAND NAMES 
RECOGNIZED BY THE COUNCIL 


The Council collaborates with manufacturers in the selec. 
tion of generic and brand names for marketed drug preparations 
presented for acceptance and also for new products still under 
development or clinical trial. The last reports on such names 
appeared in THE JouRNAL, Oct. 31, 1953, page 801, and Dec. 
19, 1953, page 1447. 

The following abstract lists the generic designation, the 
chemical name, where necessary for information, and the brand 
name or names simultaneously recognized for the stated firms. 
In general, a generic name should bear recognizable relation 
to the chemical name and conform as closely as consistent 
with brevity and practicality to existing systems of scientific 
nomenclature. The chief requirement for a brand name is that 
it should not be therapeutically suggestive. 

The listing of a brand name is not to be construed as indi- 
cating Council acceptance of the product itself. Products ac- 
cepted for inclusion in New and Nonofficial Remedies are an- 
nounced separately. 


ALSEROXYLON for the fractionally purified extract of Rauwolfia 
serpentina (Benth): Rauwiloid (Riker Laboratories, Inc.). 


ALSEROXYLON-ALKAVERVIR for a mixture of partially purified 
extracts of Rauwolfia serpentina and Veratrum viride: Rauwi- 
loid-Veriloid (Riker Laboratories, Inc.). 


AMINITROZOLE for 2-acetylamino-5-nitrothiazole: Pleocide (Sharp 
& Dohme, Division of Merck & Co., Inc.). 


AMINOPTERIN SODIUM for the sodium salt of 4-aminopteroyl- 
glutamic acid. 


AZAPETINE for 6-allyl-6, 7-dihydro-SH-dibenz [c,e] azepine: 
llidar (Hoffmann-LaRoche, Inc.). 


BACITRACIN-POLYMYXIN B for a mixture of bacitracin and 
polymyxin B sulfate: Polycin (Pitman-Moore Company, Di- 
vision of Allied Laboratories, Inc.). 

BENZATHINE PENICILLIN G for N,N’-dibenzylethylenediamine 
dipenicillin G: Bicillin (Wyeth Laboratories, Inc.); Permapen 
(Pfizer Laboratories, Division of Chas. Pfizer & Co., Inc.). 


BENZTROPINE METHANESULFONATE for tropine benzohydryl 
ether methanesulfonate: Cogentin Methanesulfonate (Sharp & 
Dohme, Division of Merck & Co., Inc.). 


BUCLIZINE HyYDROCHLORIDE for  1-(p-chlorbenzhydry])-4-(p- 
tert-butylbenzyl)-diethylenediamine dihydrochloride: Vibazine 
Hydrochloride (Pfizer Laboratories, Division of Chas. Pfizer 
& Co., Inc.). 


CRYPTENAMINE ACETATE for the acetate of a mixture of ester 
alkaloids obtained by the nonaqueous extraction of Veratrum 
viride: Unitensen Acetate (Irwin, Neisler & Company). 
CYCRIMINE HYDROCHLORIDE for 1-phenyl-1-cyclopentyl-3-piper- 
idino-1-propanol hydrochloride: Pagitane Hydrochloride (Eli 
Lilly & Company). 

ETHAVERINE HyDROCHLORIDE for the ethyl analogue of papa- 
verine hydrochloride, 6,7-diethoxy-1-(3’,4’-diethoxybenzy])iso- 
quinoline hydrochloride: Papetherine Hydrochloride (Lincoln 
Laboratories, Inc.). 

HEXYLCAINE HYDROCHLORIDE for 1-cyclohexylamino-2-propy! 
benzoate hydrochloride: Cyclaine Hydrochloride (Sharp & 
Dohme, Division of Merck & Co., Inc.). 

loTHIOURACIL SopiuM for the sodium salt of 5-iodo-2-thiouracil: 
Itrumil Sodium (Ciba Pharmaceutical Products, Inc.). 
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[AUDEXIUM METHYLSULFATE for Decamrethylene-a, -bis-[1- 
(3'.4’-dimethoxybenzyl)-1.2.3.4.tetrahydro-6.7-dimethoxy -2- 
methyl-isoquinolinium methosulphate]: Laudolissin Methylsul- 
fate (E. Fougera & Company). 

METHOXSALEN for 8-methoxypsoralen: Oxsoralen (Paul B. Elder 
Company). 

METHSCOPOLAMINE BROMIDE for epoxytropine tropate methyl- 
bromide: Pamine Bromide (The Upjohn Company). 









NorTESTERIONATE for 19-nortestosterone cyclopentylpropionate: 




























































ry, 
Nortestonate (The Upjohn Company). 
PIPERAZINE CITRATE: Antepar Citrate (Burroughs Wellcome & 
Company, Inc.). 
elec. RESERPINE for the pure form of that alkaloid as derived from 
“tons Rauwolfia serpentina (Benth): Serpasil (Ciba Pharmaceutical 
nder Products, Inc.). 
imes ° ° ° 
Dec SopiuM Rapio-lopipe (1'*!) for the sodium salt of radio-active 
, iodine having that atomic number. 
the STREPTODUOCIN for a mixture of equal parts of streptomycin 
rand and dihydrostreptomycin sulfates: Distreptocin (Eli Lilly & 
rms, Company); Distrycin (E. R. Squibb & Sons); Duostrep (Sharp 
tion & Dohme, Division of Merck & Co., Inc.). 
on TRIMETHAPHAN CAMPHORSULFONATE for d-3,4-(1',3’-dibenzyl-2’- 
het ketoimidazolido)-1,2-trimethylenethiophanium d-camphorsulfo- 
nate: Arfonad Camphorsulfonate (Hoffmann-LaRoche, Inc.). 
ndi- VioMYCIN SULFATE for the sulfate salt of an antibiotic produced 
ac- by selected strains of an actinomycete to which the names 
an- Sireptomyces puniceus and Streptomyces floridae have been 
applied: Vinactane Sulfate (Ciba Pharmaceutical Products, 
If: Inc.); Viocin Sulfate (Pfizer Laboratories, Division of Chas. 
‘ Pfizer & Co., Inc.). 
ted ZINCHLORUNDESAL: Salundek (New) (Wallace & Tiernan Inc.). 
Wi- 
irp 
COUNCIL ON FOODS 
yt AND NUTRITION 
Ie: 
ACCEPTED FOODS 
nd 
)j- The following products have been accepted as conforming 
to the rules of the Council. 
ne James R. WiLson, M.D., Secretary. 
n 
Prescription Products Division of The Borden Company, New 
Fi York. 
& Mull-Soy, Powdered 
Ingredients: Soy flour, soy oil, sucrose, dextrose, calcium 
phosphate, soy lecithin, and salt. 
. Analysis (submitted by manufacturer)—The following an- 
" alyses are for both powder and reliquefied. 
Powder, Reliquefied,* 
: % % 
I ia oo ev atcc ae esexecneee 96.5 12.8 
/ EE hetivnunsatacsgnasetondiscakences 3.5 87.2 
ee ee ee a ee 54 0.7 
’ Including: 
TE iil cakct<s Seurtuntepuscetaeset 1 0.13 
ED Gisensccccdsatenseieneses 0.9 0.11 
SE, Suit intedwaned chiagiiniee tp 6% eaeie oe 0.003 0.0004 
ES seit ber cencissrenssicspanscaesis 30 4 
Se ee eiained cnn din beeeshente one wes 24 3.1 
Carbohydrate (available) ................ 35.9 4.5 
CE CE Gnatakd cates scepencedbdesascaees 1.2 0.2 








* Reliquefied: 1 level tablespoonful (8.4 gm., 43.5 calories) Mull-Soy, 
Powdered, and 2 fl. oz. of water. 


Calories —5.2 per gram; 43.5 per level tablespoonful, 20 
per reconstituted fluid ounce. 

Use.—As a hypoallergenic food for infants, children, and 
adults suffering from milk allergies. 
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Comstock Canning Corporation, Newark, N. Y. 
Comstock Brand Dietetic Pack Peas and Carrots 

This product consists of peas (Famous variety) and carrots 
(Red Cored Chantenay) packed in water without any added 
salt. 

Analysis (submitted by manufacturer)—Total solids 9.2%, 
moisture 90.8%, ash 0.29%, fat extract 0.2%, protein 2.1%, 
crude fiber 1.4%, available carbohydrate 5.1%, and sodium 
10.1 mg./100 gm. 

Calories.—0.30 per gram; 8.5 per ounce. 

Use.—For use in low sodium and other therapeutic diets. 


H. J. Heinz Company, Pittsburgh. 
Heinz Junior Soup, Split Peas, Vegetables, and Ham 
Ingredients: Ham stock, split peas, smoked ham, potatoes, 
carrots, whole milk powder, wheat flour, celery, salt, de- 
hydrated onion, and sufficient water to prepare properly. 
Analysis (submitted by manufacturer).—Total solids 18.03%, 
moisture 81.97%, ash 1.31%, fat (by acid hydrolysis) 2.15%, 
protein (N x 6.25) 3.97%, crude fiber 0.23%, total sugar as 
sucrose 1.35%, natural reducing sugar 0.62%, acidity (as 
acetic) 0.13%, salt 0.84%, and starch 9.02%. 


Vitamins and Minerals Per 100 Gm, 
VROGIEE A DOTIVIET cco ccc scccccccoes 116.0 L.U. 
Thiamine ..... 92.0 meg. 
Riboflavin ..... ee k 48.0 meg, 
Aseorbie acid . oaks tnt wi 1.1 mg. 
Niacin ...... “es 0.51 mg. 
 awesasensacs hae ae ahaaate 29.0 me. 
IR id bcos ACh ase enees 87.0 mg. 
EES Sener 0.66 meg. 
SE nis steeakdwedactesudsttdetbbeentes eaten 0.11 mg, 

Calories.—0.78 per gram; 21.8 per ounce. 





Use.—For use in the feeding of older infants and young 
children. 


Armour and Company, Chicago, packer. 
Gerber Products Company, Fremont, Mich., distributor. 
Gerber-Armour Strained Liver and Bacon 

This product is made from meats (trimmed of fat, sinews, 
and connective sheaths) with added salt, prepared under in- 
spection of the Meat Inspection Division of the U. S. Depart- 
ment of Agriculture. 

Analysis (submitted by manufacturer).—Total solids 22.7%, 
foisture 77.3%, ash 1.6%, fat 6.0%, protein (N x 6.25) 
13.3%, carbohydrates 1.8%, crude fiber 0.06%, and salt 0.4%. 


Vitamins and Minerals Mg. per 100 Gm, 


DE bivneetndscoctttennwud 0.050 


eee er eee e oma 2.31 
PED dbus bw bcc cpamewdgasevesesss ievustideees 6.70 
Pyvidewind Clam Bade ccccciccossiccesccsccss 0.264 
Phosphorus ....... laden keaenien 240 
SREY eecsene de devs scee caseedonscscunseneegeenss 20 
iD ccitdeenedaenadhhsdeseabeasesdeseseceessgusene 37 


Calories ——1.17 per gram; 33.2 per ounce. 
Use.—For use in the feeding of infants, convalescents, and 
others requiring a soft diet. 


Gerber-Armour Chopped Liver and Bacon 

This product is made from meats (trimmed of fat, sinews, 
and connective sheaths) with added salt, prepared under in- 
spection of the Meat Inspection Division of the U. S. Depart- 
ment of Agriculture. 

Analysis (submitted by manufacturer).—Total solids 29.1%, 
moisture 70.9%, ash 1.6%, protein 19.4%, fat 6.8%, crude 
fiber 0.06%, carbohydrates 1.3%, and salt 0.2%. 


Vitamins and Minerals Mg./100 Gm. 


DT widdcclecteckihessabhdcespanesanawewined 0.0483 
EE. cchincanteeetkses Gu tha ete nitenes eeueseee 2.17 
SES aS ee oe ee Pee ee ee 10.8 
PyeeReeee CVAD Boe) oasis esis cwecsssoccccsccs 0.417 
tt ot dk eines hibhatedcsanbewnteneeeeenued 12 
ND si nds Saves cdos cs we eshegshsvedietstp as 320 
BD sew chhs6edes cocunsdeveecnnesp ctanatamssedssees 22 


Calories —1.48 per gram; 42.0 per ounce. 
Use.—For use in the feeding of infants, convalescents, and 


others requiring a soft diet. 
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THE TREATMENT OF GASTRIC ULCER 


The two most controversial points regarding the treat- 
ment of gastric ulcer still revolve about the question 
whether medical or surgical treatment is best and whether 
all ulcers of the stomach in contrast to those of the 
duodenum should be considered potentially malignant. 
The questions are interrelated. The first controversy has 
been raging for over 50 years chiefly because no general 
rule can be applied to all gastric ulcers. In the last 
analysis the treatment of choice depends on the individ- 
ual findings and to a certain extent on the knowledge and 
skill of the doctor treating the patient. 

Dragstedt ? has reviewed the question whether gastric 
ulcer is caused by hyperfunction or dysfunction of the 
gastric antrum. He draws attention to important differ- 
ences between gastric and duodenal ulcers. Although a 
preponderence of patients with duodenal ulcer are men, 
the sex distribution of those with gastric ulcer is about 

sequal. Stigmas of nervous tension are frequently present 
in those with duodenal ulcer and frequently absent in 
those with gastric ulcer. Swynnerton and Tanner ? state 
that duodenal ulcers occur predominantly in young 
adults with thick hypersecreting gastric mucosa and 
gastric ulcer in middle-aged persons with normal or 
thinning mucosa and normal or decreased gastric acidity. 
Excision of the pyloric antrum in patients with duodenal 
ulcer is followed by a gastrojejunal ulcer, but in patients 
with gastric ulcer this operation is followed by healing. 
Although this is in harmony with the view that gastric 
ulcer may be due to antral hyperfunction and although 
in patients with gastric ulcer gastric hypersecretion re- 
sults in excessive and prolonged liberation of the gastric 
secretory hormone gastrin, Dragstedt concludes that we 





1. Dragstedt, L. R.: Is Gastric Ulcer Due to Hyperfunction or Dys- 
function of the Gastric Antrum? Surg., Gynec. & Obst. 97: 517-519 
(Oct.) 1953. 

2. Swynnerton, B. F., and Tanner, N. C.: Chronic Gastric Ulcer: 
A Comparison Between a Gastroscopically Controlled Series Treated 
Medically and a Series Treated by Surgery, Brit. M. J. 2: 841-847 (Oct. 
17) 1953. 

3. Gastroduodenal Ulcers, Foreign Letters (Ecuador), J. A. M. A. 
151: 1127 (March 28) 1953. 

4. Boudreau, R. P.; Harvey, J. P., Jr., and Robbins, S. L.: Anatomic 
Study of Benign and Malignant Gastric Ulceration, J. A. M. A. 147: 
374-377 (Sept. 29) 1951. 

5. Eusterman, G. B., in the 1952 Year Book of Medicine, Chicago, 
, the Year Book Publishers, Inc., 1952, editor’s note, p. 587. 
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still do not have enough evidence that a hypersecretion 
of antral origin is present in all patients with 
ulcer. 

Orellana * reported that medical treatment was effec. 
tive in 84% of a large series of patients with gastric ulcer 
and that in the 16% requiring operation the mortalit, 
was high. Swynnerton and Tanner, on the other hand. 
concluded that the healing of gastric ulcers by medica| 
treatment was followed by recurrence in 75%, the inci- 
dence of recurrences being higher in those under than in 
those over 50 years of age. They stated that for economic 
and clinical reasons there has been a tendency to treat 
chronic gastric ulcers surgically, and in 80% of their 
series surgical treatment was successful. They listed as 
absolute indications for operation (1) perforation, (2 ) 
some cases of gastric hemorrhage, (3) obstruction with 
hour glass deformity or pyloric stenosis, and (4) sys. 
pected malignancy (which in their opinion included aj 
ulcers of the greater curvature and most prepyloric 
ulcers), and they considered operation elective for pa- 
tients in whom medical treatment fails. Partial gastrec- 
tomy is the treatment of choice for chronic gastric ulcers, 
but before it is advised they consider the duration of the 
disease, severity of the symptoms, presence of inter- 
current disease, and operative risk, and they stress the 
fact that this operation does not prevent the subsequent 
development of gastric carcinoma. 

The differentiation of benign and malignant gastric 
ulcers is difficult without a biopsy. Boudreau ‘* stated that 
judgments based on the location of the lesion have 
proved unreliable because both benign and malignant 
lesions have been found in all areas of the stomach. The 
size of the lesion cannot be depended on for diagnosis, 
but carcinoma must be suspected if after three or four 
weeks of medical treatment the crater as seen roentgeno- 
logically increases in diameter or even if it fails to be- 
come smaller. The age of the patient is also unreliable 
as a criterion, because ulcers in patients over 50 are not 
necessarily malignant and those in patients under 50 are 
not necessarily benign. Hemorrhage and perforation are 
much commoner in patients with benign than in those 
with malignant ulcers. Gastroscopy and improvements in 
cytological diagnosis offer hope for more accurate diag- 
noses. There is a growing belief that benign ulcers do 
not undergo malignant degeneration as formerly thought 
but that ulcers found to be malignant were malignant 
from the start. Boudreau’s study shows the fallibility of 
absolute dependence on any clinical feature in the differ- 
ential diagnosis of benign and malignant gastric ulcers, 
and the authors conclude: “the proper diagnosis when 
possible can be arrived at only by the use of many clini- 
cal findings each of which is of uncertain significance 
but whose combined value may permit a reasonably 
accurate decision.” Eusterman * in commenting on this 
conclusion said, “In contrast to the contention of some 
surgeons that there is at least a 35% error in distinguish- 
ing a benign from a malignant ulcerating gastric lesion 
is the recent opinion of several authorities that such error 
should not exceed 6%, provided all symptoms and signs, 
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together with the effect of adequate medical treatment 
in doubtful cases, are properly evaluated by those with 
specialized skill.” 

The unceasing flow of papers on this subject shows 
that there is nO unanimity concerning the effectiveness of 
any one method of treatment. Nevertheless, nearly all 
gastric ulcers will respond to rest in bed, regular meals, 
and drugs to suppress or neutralize gastric acidity. The 
dictum that all gastric ulcers should be removed when 
the diagnosis is established is rapidly loosing its author- 
ity, as most internists and surgeons favor at least a pre- 
jiminary trial of medical management during a few weeks 
or months and some favor continuing medical treatment. 
Gastric ulcers of the pylorus or the distal half of the 
stomach usually can be readily resected without a high 
mortality risk or troublesome postgastrectomy symp- 
toms. Juxta-esophageal or high lying gastric ulcers are 
less readily resected; therefore, they are frequently given 
longer periods of trial with a medical regimen or treated 
surgically by resection of the distal half of the stomach, 
leaving the ulcer in place. Total or near total gastrectomy 
is usually employed only when failure of healing follows 
conservative operation and malignancy is suspected. 
Whenever prolonged medical treatment is employed a 
regular follow-up program of roentgenologic and other 
studies should be instituted lest early evidence of devel- 
opment of carcinoma be overlooked. 


DETECTION OF HEPATIC METASTASES 


The presence or absence of liver metastases is often 
of major importance in determining the treatment or the 
prognosis of malignant neoplastic disease. A method for 
detecting and localizing hepatic metastases by radio- 
active isotopes has recently been described by Stirrett and 
his associates.' In their hands, this method has proved to 
be more reliable than needle biopsy and liver function 
tests, the only laboratory procedures currently available 
to the clinician. 

The method consists of the use of radioactive iodinated 
human serum albumin as the tracer agent and of a scin- 
tillation counter to detect gamma radiation from the ra- 
dioactive iodine (I'*'). The patient receives a single in- 
travenous dose of 300 pc of the radioactive albumin, and 
24 hours later a survey is made at coordinate points over 
the thorax and abdomen. The values obtained are ex- 
pressed in terms of per cent of an arbitrarily chosen refer- 
ence point. A value at a particular point higher than that 
which would be expected from results obtained in a series 
of 20 carefully selected control patients is interpreted as 
indicating a neoplastic growth. 

Stirrett and his associates have reported the results of 
hepatic radioactive surveys in 240 patients with primary 
neoplasms, Of these, 187 were shown to be free of metas- 
tases by inspection and palpation of the liver at surgery, 
by microscopic examination of biopsy specimens, and by 
clinical evaluation. Preoperative hepatic radioactivity 
surveys showed increased foci of activity in six of these 
patients. It was subsequently shown that two of these six 
had a large benign gastric ulcer, two had ascites, and two 
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showed no evident pathological area other than the pri- 
mary neoplasm. In the remaining 53 of the patients with 
known neoplasms, hepatic metastases were demonstrated 
at laparotomy, though in only 11 was hepatic involve- 
ment suspected on clinical grounds. In 49 of these pa- 
tients, the hepatic survey revealed foci of increased radio- 
activity. Autopsy studies in 24 of these patients showed 
that the location and extent of these foci corresponded to 
the degree of liver involvement. Liver function tests were 
performed in 28 patients who were subsequently shown 
to have metastases to the liver. In 16 of these patients the 
results of all tests used were within normal limits, while 
in 26 of the 28 patients, the radioactive survey revealed 
correctly the presence of metastases. 

Control surveys were done on 28 patients with benign 
liver disorders. Abnormal results were obtained in six of 
eight patients with cirrhosis and ascites and in two of six 
patients with acute hepatitis. Normal readings were ob- 
tained in these two patients after the acute phase of 
the hepatitis had subsided. Normal readings were 
also obtained in 14 patients who had cirrhosis without 
ascites. 

The authors feel that the usefulness of this method 
may not be limited only to liver surveys, since in 11 pa- 
tients foci of increased activity were found elsewhere and 
were shown by subsequent operation or autopsy to over- 
lie metastatic lesions. While the method was occasionally 
of value in detecting recurrent neoplasms, it did not ap- 
pear to be of value in detecting primary neoplasms, since 
in only six patients was increased activity observed over 
the primary site, and all six of these patients were shown 
to have large neoplasms with local extension of the 
tumor. 

Tissue from primary neoplasms often showed no more 
activity than that of adjacent normal tissue, whereas the 
activity in metastases averaged 31% more than that of 
normal adjacent tissue. Apparently, the extent of the he- 
patic involvement rather than the histological type deter- 
mined the degree of increased radiation. The smallest 
metastases detected by radioactive survey were approx- 
imately 2 cm. in greatest diameter. The investigators sug- 
gest that the increased concentration of the radioalbumin 
in metastatic lesions may have some relation to a specific 
affinity for the compound by the tumor cells or to the 
increased cellularity and vascularity of the metastatic 
lesion. 

Stirrett and his associates advocate the routine use of 
hepatic radioactivity surveys in both the preoperative 
evaluation of all patients with suspected carcinoma and 
the follow-up examinations of these patients after sur- 
gery. They feel this method offers a safe and accurate 
method of determining the presence of hepatic metas- 
tases provided these lesions are at least 2 cm. in diameter 
and provided the patient is free of ascites, inflammatory 
processes in the liver, and intra-abdominal inflammatory 
lesions. 





1. Stirrett, L. A.; Yuhl, E. T., and Libby, R. L.: A New Technique for 
the Diagnosis of Carcinoma Metastatic to the Liver: Preliminary Report, 
Surg., Gynec & Obst. 96: 210, 1953; The Hepatic Radioactivity Survey, 
Radiology 61; 930, 1953. Yuhl, E. T., and Stirrett, L. A.: Clinical Evalu- 
ation of the Hepatic Radioactivity Survey, Ann. Surg. 138: 857, 1953. 
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THE PRESIDENTS PAGE 


A MONTHLY MESSAGE 


During my recent extended tour of California I had 
the privilege of taking part in a series of meetings spon- 
sored jointly by local chambers of commerce and medical 
societies. This was a rewarding experience and one that 
I wish many other doctors could have shared. I was af- 
forded the opportunity of discussing medico-economic 
problems with a great number of laymen and of telling 
the positive story of the American Medical Association’s 
many achievements in public service. The jointly spon- 
sored meetings were held in San Diego, Los Angeles, 
Pasadena, San Francisco, and Sacramento. Most of these 
gatherings drew capacity audiences, and about two- 
thirds of those attending were lay persons. 


It was gratifying to find such keen in- 


With each passing year there is an ever-higher rate of 
skilled personnel crawling into hard shells of specializa- 
tion that prevent over-all contact with their industria] 
and professional neighbors. Worse yet, these persons be- 
come divorced from all community activity. Yet the need 
is great for a better understanding among business, jp- 
dustry, and the professions. In turn these segments of our 
economy owe much to the communities in which they 
prosper, and persons owe to each other the obligation to 
be good neighbors. 

It is my sincere belief that local medical societies 
should encourage each individual member to participate 
in some civic undertaking. We physicians should be ren- 

dering health leadership in all service 





terest in the activities of the medical 
profession. At the same time I had the 
impression that the physicians who at- 
tended the meetings also enjoyed the 
opportunity of exchanging opinions and 
ideas with the businessmen, industrial- 
ists, and other professional men who 
were present. From the standpoint of 
communications, I believe this is one of 
the most effective devices for telling 
the story of American medicine. A 
word of mouth message is frequently 
more impressive than one on a printed 
page. It is a procedure that I wish 
county medical societies throughout the 
country could adopt on a_ periodic 
basis. 

The managers of the chambers of commerce whom I 
met expressed great satisfaction with the success of the 
jointly sponsored meetings. They thought the idea was 
mutually advantageous. It is my personal belief that such 
joint sponsorship need not be restricted to chambers of 
commerce; probably equal cooperation could be ob- 
tained from Rotarians, Kiwanis clubs, Lions clubs, and 
other service organizations, as well as from other asso- 
ciations. 

One of the chief afflictions among professional and 
businessmen in our complex society to day is lack of in- 
terest in what the other fellow is doing. As our techno- 
logical progress grows, it becomes increasingly difficult 
to keep a broad perspective of what is going on, and the 
tendency to specialization grows stronger. 

The day of the plant superintendent who was able to 
boast that he could perform every one of the jobs in his 
shop with equal skill is rapidly vanishing. The business 
executive who could describe every intricate detail of his 
enterprise is becoming rare. And the family doctor once 
thought suitably equipped to handle almost any kind of 
ailment finds increasing need for consultation with spe- 
cialists. 








clubs, chambers of commerce, frater- 
nal and veterans organizations, PTA 
groups, church associations, and unions. 
We cannot expect these organizations 
to be interested in our problems if we 
are not interested in theirs. Doctors 
should rub elbows on a social and or- 
ganizational basis with persons outside 
the profession. There is much good to 
be gained in taking the time to learn the 
troubles of the other fellow. A diet lim- 
ited to one-track ideas can lead only to 
social anemia. 

If we are to continue serving the pub- 
lic effectively, we must seek out the facts 
on what the public wants. Getting to- 
gether with representatives of groups 
outside the medical profession is one way of gaining these 
facts. And while we are doing this job of research we will 
be better able to impart to the laity the facts of our own 
service in the public interest. 

The more than 140,000 members of the A.M.A. have 
no reason to be apologists for their profession. They 
need only to take advantage of the opportunity to tell the 
story of our positive program in 140,000 different ways. 
If any individual physician feeis he does not have enough 
facts at his command, I highly recommend the reading 
of President-Elect Walter B. Martin’s superb statement 
presented before the House Committee on Interstate and 
Foreign Commerce. This statement was published in 
THE JOURNAL, February 13, on page 589 of the Organi- 
zation Section. 

Here for the investment of a few minutes’ reading time 
you will find the best, and one of the most complete ac- 
counts of the American Medical Association’s positive 
program for public service. It is the finest ammunition ob- 
tainable for the job that all of us must do collectively and 
as individuals. 


EDWARD J. McCormick, M.D., Toledo, Ohio 
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yEDICAL ASSOCIATION OF THE 
sTHMIAN CANAL ZONE 


The Medical Association of the Isthmian Canal Zone, now 
in its 48th year, was established shortly after Gen. William 
c, Gorgas, M.C., U. S. Army, served as chief sanitary officer 
for the Panama Canal during the construction period, 1904- 
1914. According to the Panama Canal Review, when tropical 
medicine was in its infancy the association served as a clear- 
ing house where members could discuss mutual problems and 
sive one another sometimes a much-needed boost along paths 
that were just being explored. Two of the charter members 
remain on the Isthmus: Dr. Harry Eno, who, after 10 years 
at Ancon Hospital, retired to private practice in Colon, Re- 
public of Panama, where for several years he was head of the 
Samaritan Hospital, and Dr. Dennis F. Reeder, president of 
the association in 1914, who resigned as chief of Ancon’s 
eve, ear, nose, and throat clinic in 1916 to help establish the 
Hospital de Panama in Panama City, where he is still in 
active practice. Another of the first members, the late Dr. 
Samuel T. Darling, in 1906 shortly after the formation of 




































Gorgas Memorial Laboratory, Panama City, meeting place of the Medi- 
cal Association of the Isthmian Canal Zone. 





the association, gave to the world the first description of 
histoplasmosis and in 1909 described trypanosomiasis of 
domestic stock, first recognized on the Isthmus by him. Dr. 
Darling, who for six years was the first chief of the Board 
of Health Laboratory in Ancon, was president of the Ameri- 
can Society of Tropical Medicine in 1924 and president of 
the Isthmian medical association in 1908. General Gorgas, 
whose coming to Panama gave strong impetus to medical 
science there, also served in these dual capacities, and in 1910 
during his presidency of the American Medical Association, 
the Isthmian medical association was admitted as a constitu- 
ent member. The first president of the Isthmian association 
was the late Dr. Alfred B. Herrick, who was head of the 
board of health laboratory, 1904-1906. Resigning as chief of 
the surgical clinic at Ancon Hospital in 1915, he helped estab- 
lish the Hospital de Panama and the Herrick Clinic. 

Other illustrious alumni include Dr. Herbert C. Clark, di- 
rector of the Gorgas Memorial Laboratory in Panama City 
since its establishment in 1929; Dr. James Simmons, now 
dean of the Harvard School of Public Health in Boston; Dr. 
Lewis B. Bates, bacteriologist and serologist on the first per- 
manent staff of the board of health laboratory and chief of 
the laboratory from 1919 to 1948, now living in Weymouth, 
Mass.; Dr. George R. Callender (Brig. Gen., retired, Wash- 
ington, D. C.) first president of the Army Medical Research 
Board on the Isthmus; the late Dr. William E. Deeks, chief, 
medical clinic at Ancon Hospital, 1907-1910, and a medical 
director for the United Fruit Company; Dr. Edward I. Salis- 
bury, New York, present head of the medical department of 
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that company; Dr. Carl M. Johnson, health officer in Panama 
City, former assistant director and protozoologist at Gorgas 
Memorial Laboratory; and Dr. William M. James, who col- 
laborated with Dr. Deeks in research on malaria, blackwater 
fever, amebic dysentery, and associated chronic infections, 
and during whose administration the word “Isthmian” was 
added to the name of the association to distinguish it from 
the Suez and other canal zones. Brig. Gen. Elbert De Coursey, 
head of the Armed Forces Institute of Pathology, Washing- 
ton, D. C., served the association as secretary in 1933 and as 
president in 1934, when he was pathologist at the Board of 
Health Laboratory. 

Formed originally of physicians employed by the Isthmian 
Canal Commission, the association for many years enjoyed a 
semiofficial status, canal funds being used for publication 
of the proceedings of the association. In 1916 members of the 
Army Medical Corps stationed on the Isthmus were invited 
to join the association, and among them was Dr. George F. 
Lull, now Secretary and General Manager of the American 
Medical Association. Dr. Lull’s son, now chief of the x-ray 
service at Gorgas Hospital, is one of the three “second gen- 
eration” members of the association, the others being Dr. 
Feruccio Bertoli Jr. and Dr. Lawrence M. Drennan Jr., both of 
Gorgas Hospital. : 

The association holds most of its meetings at the Gorgas 
Memorial Laboratory. The officers are Dr. Irving J. Strumpf, 
Balboa, C. Z., president, and Dr. I. Robert. Berger, Ancon, 
C. Z., secretary. The Isthmian association is this month par- 
ticipating in commemoration of the 50th year of Panamanian 
independence and the SOth year of the advent of American 
medicine in the Canal Zone by sponsoring the Inter-American 
Medical Convention in Panama City, March 24-26 (THE 
JOURNAL, Feb. 20, page 689). The association numbers among 
its members three former presidents of the Republic of 
Panama: Drs. Arnulfo Arias, Augusto S. Boyd, and Daniel 
Chauis Jr., and a former ambassador to the United States, 
Joanquin J. Vallarino, all of Panama City. 


FEDERAL MEDICAL LEGISLATION 





Medical Facilities, Surveys, and Construction 


Senator Smith (R., N. J.) in S. 2758 proposes “to amend 
the hospital survey and construction provisions of the Public 
Health Service Act to provide assistance to the States for sur- 
veying the need for diagnostic or treatment centers, for hos- 
pitals for the chronically ill and impaired, for rehabilitation 
facilities, and for nursing homes, and to provide assistance 
in the construction of such facilities through grants to public 
and nonprofit agencies.” This is an administration bill identi- 
cal with H. R. 7341 (Wolverton) previously reported. The 
bill was referred to the Committee on Labor and Public 
Welfare. 


Vocational Rehabilitation 

Senator Smith (R., N. J.) in S. 2759 would “amend the 
Vocational Rehabilitation Act so as to promote and assist in 
the extension and improvement of vocational rehabilitation 
services, provide for a more effective use of available federal 
funds, and otherwise improve the provisions of that act.” 
This is an administration bill based on the President’s health 
message to Congress. The proposed bill would authorize 
appropriations to assist in the rehabilitation of handicapped 
persons in three ways: (1) grants to states to meet the cost 
of rehabilitation services, (2) six-year grants to states to ex- 
tend and improve rehabilitation services, and (3) grants to 
states and to public and other nonprofit organizations and 
agencies to meet the cost of unique projects directed toward 





The summary of federal legislation was prepared by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. 
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the solution of regional or national rehabilitation problems. 
During the fiscal years 1955 and 1956 special project grants 
would be available for helping the states to plan and initiate 
a substantial expansion of their vocational rehabilitation 
programs. 

Each state would have a minimum general grant of $50,000, 
with a federal share varying from 42% to 74%. The extension 
of improvement grants would carry a minimum allotment 
of $5,000 for states, with the federal share varying from up 
to 75% of the costs for the first two years, 50% for the next 
two years, and 25% for the last two years. The states would 
be required to designate a single administrative agency and 
provide for personnel and administration standards to be ap- 
proved by the Secretary of Health, Education, and Welfare. 
The state agency must agree to cooperate with the Bureau of 
Old Age and Survivors Insurance, the state agency administer- 
ing the state public assistance program, and other bureaus 
providing vocational rehabilitation services. It is not intended 
in this bill to provide grants for major new construction. 
This bill was referred to the Committee on Labor and Public 
Welfare. 


Grants to States 


Senator Smith (R., N. J.) in S. 2778 has introduced the 
administration bill to make more uniform, yet flexible, dis- 
tribution of funds in grants-in-aid for public health services. 
The bill would replace the present separate and extremely 
variable authorizations for grants to control individual dis- 
ease with the authorizations for the following three types of 
grants: (1) grants to assist the states generally in meeting the 
costs of their public health service, (2) six-year grants to 
assist states in “initiating projects for the extension and im- 
provement of their public health services,” and (3) “grants 
to states and to public and other nonprofit organizations and 
agencies to assist in combating unusually severe public health 
problems in specific geographical areas, in the carrying out 
of special projects which hold unique promise of making a 
substantial contribution to the solution of public health prob- 
Jems common to a number of states, and in meeting problems 
of special national significance or concern.” In the type 1 
grant the financial formula would be based on the states 
relative population and fiscal resources as measured by the 
states per capita income, the same formula as is used in the 
Hill-Burton hospital act. Each state would have a minimum 
allotment of $50,000 with the federal share from %% to 
73%. In the type 2 grants, there would be a minimum state 
allotment of $25,000 with the federal share up to 75% in 
the first two years, 50% in the next two years, and 25% 
for the last two years. The type 3 grant would be made by 
the Surgeon General from funds available for any one fiscal 
year. In allowing for the change-over for the new allotment 
formula, there would be a limit of 10% for any decrease of 
allotments which a state would receive in any one year. This 
bill was referred to the Committee on Labor and Public 
Welfare. Congressman Wolverton has introduced an identical 
bill, H. R. 7397, which was referred to the House Interstate 
and Foreign Commerce Committee. 


Children’s Service Act 

Congressman Reed (R., N. Y.) proposes in H. R. 7448 to 
amend title 5 cf the social security act to carry out the ad- 
ministration’s recommendations of making federal grants more 
uniform. The bill would replace the bill separate authoriza- 
tions for grants for maternal and child health, crippled chil- 
dren, and welfare agencies, with three types of grants: 1. 
General assistance to states to finance their child health and 
welfare services. The formula for determining each state 
allotment would consider the relative child population of the 
states and the per capita income. Each state would have the 
minimum of $200,000 with the state share from %4% to 
24%. 2. Six-year grants to aid states in extending and im- 
proving child health and welfare service. There would be a 
minimum of $5,000 for states with the federal share up to 
75% for the first two years, 50% for the next two years, 
and 25% for the last two years. Of each state’s allotment 
in type 1 and 2 grants, 19% would be for child welfare, 29% 
for crippled children, and 32% for maternal and child wel- 
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fare service. The remaining 20% would be alloted amop, 
these services by the state governor. 3. Grants to states and 
public and nonprofit institutions of higher education to ae 
the costs of projects to solve child health and welfare pro}, 
lems of national significance. To be eligible for federaj allot. 
ment, a state would have to submit plans to the Secretary 
of Health, Education, and Welfare and to the Child Agcic. 
ance and Welfare programs. The bill authorized 4} million 
dollars to be appropriated annually, the same as of Present 
but the administration estimates that only 30 million dolla, 
will be needed, the same as is currently provided. 


STATE MEDICAL LEGISLATION 


Arizona 

Bills Introduced.—H. 182, proposes certain amendments to the law 
relating to the licensing and vaccination of dogs for the purpose of Com 
trolling rabies. H. 206, to amend the law relating to the sale of certai, 
drugs without a prescription, proposes to add to the list of drugs “enti. 
biotics, including but not limited to penicillin, streptomycin, aureomycip 
chloramphenicol and bacitracin.” H. 219, proposes that no medical prepa, 
ration or appliance having special utility for the prevention of venere,j 
disease shall be sold except by an establishment holding a state license 
issued by the state board of pharmacy, nor shall any such preparation 
or appliance be advertised except in a professional publication the circ). 
lation of which is limited primarily to the drug trade or physicians. The 
prohibitions of the act would not apply to a duly licensed physician jp 
the regular course of his practice. 


Kentucky 

Bills Introduced.—H. 178, proposes an appropriation for the purpose of 
making loans and scholarships for the study of medicine by students wh 
are bona fide residents of Kentucky and who desire to become physicians 
and are acceptable for enrollment in a medical school approved by the 
state board of health. S. 104, proposes the creation of a Kentucky board 
of ophthalmic dispensers to examine, license, and regulate ophthalmic 
dispensers. 


Maryland 

Bill Introduced.—H. 27, proposes to amend the definition of the prac. 
tice of chiropody to mean the diagnosis, surgical, medical, or mechanical 
treatment of all ailments of the human foot. The term “surgical” js 
defined for the purposes of this subtitle as limited to the soft tissues of 
the foot, superficial to the deep fascia and to the toes; with the ampv- 
tation of a toe or toes and the use of an anesthetic, other than local, 
prohibited. 


Massachusetts 


Bills Introduced.—H. 1939, proposes that a person shall not perform 
on a living mammalian animal any pain-producing experiment except 
subject to the restrictions of the proposal and it makes it an offense for 
any person to perform or take part in the performing of any experiment 
in contravention to the proposal’s provision. Licenses to persons author- 
ized to engage in such experiments would be issued by the commissioner 
of public safety. H. 2351, proposes the creation of a special commission 
to make an investigation and study relative to the training of medical 
laboratory technologists. S. 508, proposes that the department of mental 
health shall not empioy any European psychiatric doctor who is of foreign 
birth and education, relative to certain patients in the department of 
mental health. 


Mississippi 

Bills Introduced.—H. 208, proposes to require the examination of appli- 
cants for drivers’ licenses so as to test the applicant’s eyesight and also 
authorizes such further physical and mental examination as the commis 
sioner of public safety finds necessary to determine the applicant’s fitness 
to operate a motor vehicle safely upon the highways. H. 398, proposes to 
empower the board of trustees of state institutions of higher learning 
to prescribe standards for schools of nursing and to administer scholar- 
ship funds for nursing students. H. 426, proposes the establishment of a 
program for study in nursing, together with the establishment of 1,000 
scholarships in nursing education. H. 427, proposes to amend the nursing 
practice act by including provisions relating to the licensing of practical 
nurses. S. 1293, proposes the creation of a state examining committee for 
physical therapists and defines physical therapy as the treatment of disease 
or injury of any person by the use of physical, chemical, and other proper- 
ties of heat, light, water, electricity, massage, and therapeutic exercise, 
including posture and rehabilitation procedures. The use of roentgen rays 
and radium for diagnostic purposes, including cauterization, are not 
authorized. S. 1356, proposes to amend the Mississippi law so as to exempt 
from jury service nurses, nurses aids, and hospital attendants actually 
engaged in their vocation. S. 1320, proposes the enactment of a system for 
vaccinating dogs for rabies so as to control the spread of rabies through- 
out the state. S. 1341, proposes the creation of a scholarship program for 
nursing education. S. 1342, proposes to authorize the Board of Trustees 
of State Institutions of Higher Learning to prescribe standards for Schools 
of Nursing and to administer scholarship funds for nursing students. 
S. 1405, proposes the creation of a board of chiropractic examiners 4n¢ 
defines chiropractic as the science, art, and philosophy of things natural; 
a system of locating and adjusting the subluxations of the articulations 
of the human spine and its adjacent tissues for the correction of the 
cause of disease. 
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CALIFORNIA 

surgical Forum in Los Angeles.—The Society of Graduate 
Surgeons of the Los Angeles County Hospital will hold its 
angual surgical forum March 1-5 at the Ambassador Hotel, 
ios Angeles. Guest lecturers will be Drs. Robert S. Dinsmore, 
Cleveland, I. Mims Gage, New Orleans, Francis D. Moore, 
goston, Hans Selye, Montreal, Canada, and Robert M. Zol- 
jinger, Columbus, Ohio. The forum will consist of daily presen- 
ations by each of the guest lecturers. At the end of each day 
the entire faculty will be available for discussions. The regis- 
ration fee, $85, includes the cost of the four luncheons and 
the banquet at the conclusion of the week’s activities. Applica- 
tion, accompanied by a check for the registration fee, should 
be mailed to Dr. Eugene J. Joergenson, Chairman, Registra- 
tion Committee, 540 N. Central Ave., Glendale 3. Attendance 
is limited to 250 persons. 
















CONNECTICUT 

Lecture on Diabetes——Dr. Theodore Lidz, professor of psy- 
chiatry, Yale University School of Medicine, New Haven, will 
present “Psychotherapeutic Aspects of Diabetes Mellitus” at 
the Hartford Hospital, Feb. 27, 11 a. m. 







Teaching Program in Rehabilitation.—The Yale University 
School of Medicine, New Haven, has received from the Na- 
tional Foundation for Infantile Paralysis a five year “March 
of Dimes” grant of $150,000 for a teaching program in re- 
habilitation for poliomyelitis patients as well as other disabled 
persons. Dr. Thomas F. Hines, assistant professor of medicine 
and director of physical medicine and rehabilitation, will ad- 
minister the program, intended primarily to stimulate the teach- 
ing of basic concepts and techniques of total rehabilitation to 
medical students. The funds will be used for increasing the 
staff of the present rehabilitation service operated at the Grace- 
New Haven Community Hospital, as well as the scope of its 
program, and for continued clinical research in the field of 
rehabilitation. 

















DISTRICT OF COLUMBIA 






Club will present the Custis Lee Hall memorial lecture at 8:30 
p.m. March 1 in the auditorium of the Medical Society of 
the District of Columbia, Washington, D. C. Dr. Leo Mayer, 
New York, will discuss “The Evolution of Tendon Surgery.” 









Posthumous Award to Colonel Halloran.—A bronze plaque in 
honor of the late Col. Roy D. Halloran, M.C., was recently un- 
veiled at the Walter Reed Army Medical Center, Washington, 
D. C., and the Army’s Certificate of Achievement was awarded 
to him posthumously. The plaque, donated by the American 
Psychiatric Association, was presented by Dr. Winfred Over- 
holser, superintendent of Saint Elizabeths Hospital, Washing- 
ton, D. C., to Major Gen. Leonard D. Heaton, M.C., Com- 
manding General of the Center, and the certificate by Major 
Gen. George E. Armstrong, Army Surgeon General, to Colonel 
Halloran’s son and daughter. The certificate credits Colonel 
Halloran for establishing the groundwork for the Army’s pres- 
ent-day psychiatric program in World War II. 



















FLORIDA 

Lecture on Cardiac Surgery.—Dr. George H. Humphreys, New 
York, will give an illustrated talk on cardiac surgery at 8:30 
p.m. March 1 at Memorial Hall, Jackson Memorial Hospital, 
Miami, under the sponsorship of the Greater Miami chapter, 
American College of Surgeons. 

















Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 






MEDICAL NEWS 


Custis Hall Memorial Lecture.—The Washington Orthopedic ° 






GEORGIA 
Eye Bank in Atlanta.—The Ponce de Leon Eye, Ear, Nose and 


Throat Infirmary, Atlanta, affiliated with the national Eye 


Bank for Sight Restoration, Inc., is offering its services for 
those who wish to donate their eyes to the eye bank at time 
of death. Physicians may obtain the necessary forms from the 
infirmary, which will make all arrangements after notification 
by the physician. 


Health Forums.—The Fulton County Medical Society is spon- 
soring a series of public health forums at the Tower Theater, 
Atlanta. The following programs will be presented in March 
by Atlanta physicians: March 2 “You and Your High Blood 
Pressure” (moderator, Dr. Bernard L. Shackleford; speaker, 
Dr. Arthur J. Merrill); March 9 “You and Your Nervous 
Tension” (moderator, Dr. William G. Hamm; speaker, Dr. 
Paul L. Schroeder); March 16 “You and Your Diabetes” 
(moderator, Dr. Eugene B. Ferris; speaker, Dr. Christoper J. 
D. McLoughlin); March 23 “You and Your Stomach Ulcers” 
(moderator, Dr. Eustace A. Allen; speaker, Dr. E. Napier 
Burson Jr.). 


ILLINOIS 

Psychiatric Lectures.—In its series on treatment in psychiatry, 
which is open without charge to all physicians, the North 
Shore Health Resort, 225 Sheridan Road, Winnetka, offers a 
lecture “The Role of the Family in Emotional Disorders” by 
Jules Henry, Ph.D., associate professor of anthropology, Wash- 
ington University, St. Louis, on March 3, 8 p. m. 


Rehabilitation Services.—The Illinois division of vocational re- 
habilitation, a state-federal service, announces that in 1953 it 
rehabilitated into remunerative services 3,812 handicapped per- 
sons. The division provides for the handicapped an opportunity 
for job preparation equal to that which the public education 
program provides for the nonhandicapped. The following serv- 
ices are available to vocationally disabled persons regardless 
of ability to pay: (1) complete diagnostic service—medical ex- 
aminations, specialist and clinical study, psychiatric study, and 
psychological testing; (2) guidance based on diagnosis and case 
study; (3) training tuition; and (4) placement and follow-up. 
For those not financially able to obtain them, the following 
services are available: (1) medical, surgical, hospital, and psy- 
chiatric service, and occupational and physical therapy, if diag- 
nosis indicates cure or substantial improvement in a reasonable 
length of time; (2) artificial appliances; (3) training supplies; 
(4) maintenance and travel during training (not public assist- 
ance; covers only increased expense resulting from the re- 
habilitation plan); and (5) occupational tools and equipment for 
use in a trade or business. 

The services of the division are available only in cases of 
substantial vocational handicap in which there is reasonable 
expectancy that the service will result in employment. Acute 
temporary disabilities, such as appendicitis or pneumonia, can- 
not be treated, nor can chronic disabilities, such as tuber- 
culosis. Vocational services are rendered only after the chronic 
ailment has been diagnosed as slowly progressive, arrested, or 
likely to be arrested in a reasonable time and with no more 
than 90 days of hospitalization. The division points out that 
the physician’s office is the best source of referral to the di- 
vision and that through his cooperation many more needy 
handicapped people can be rehabilitated. 


Chicago 

Hektoen Commemorative Services.—The second Ludwig Hek- 
toen commemorative services, sponsored by the Chicago Patho- 
logical Society, will be held March 14 at 11 a. m. in the Hyde 
Park Baptist Church, 5600 Woodlawn Ave., where portions of 
Mozart’s Requiem will be sung by the choir, assisted by mem- 
bers of the Chicago Sympony Orchestra. All are invited to 
attend. 
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Annual Medical Society Clinical Conference.—The Chicago 
Medical Society will present the annual clinical conference 
March 2-5 at the Palmer House, Chicago. Daily round-table 
luncheons will be preceded and followed on Tuesday, Wednes- 
day, and Thursday by color television from Cook County Hos- 
pital. Out-of-state speakers include: 

Tom D. Spies, Birmingham, Ala., Vitamins as Therapeutic Agents. 

Ferdinand C. Helwig, Kansas City, Mo., Diagnosis and Management 

of Breast Tumors. 
James H. Maxwell, Ann Arbor, Mich., Diseases of the Parotid Glands. 
Stewart G. Wolf, Oklahoma City, Role of Stress in Peptic Ulcer. 
Marion B. Sulzberger, New York, Dermatological Disorders Commonly 
Encountered in General Practice. 

Robert A. Ross, Chapel Hill, N. C., Importance of Conservatism in 
Gynecology. 

Henry K. Beecher, Boston, Early Care of the Severely Injured. 

Paul W. Schafer, Kansas City, Kan., Management of Asymptomatic 
Solitary Circumscribed Pulmonary Opacities. 

Harry L. Alexander, St. Louis, Allergic Reactions to Drugs. 

Robert Elman, St. Louis, Management of Intestinal Obstruction. 

Bernard Becker, St. Louis, Retinal Complications of Diabetes Mellitus. 

Charles C. Higgins, Cleveland, Significance of Hematuria. 

Francis D. Murphy, Milwaukee, Types of Hypertension. 

Louis Leiter, New York, Medical Treatment of Hypertension. 

Reginald H. Smithwick, Boston, Surgical Treatment of Hypertension. 

Herman H. W. Kumm, New York, Present Status of Prophylaxis in 

Poliomyelitis. 

Alan F. Guttmacher, New York, Treatment of Hemorrhage in Obstetrics 

and Gynecology. 

Stewart H. Clifford, Boston, Infection in the Newborn. 

J. Murray Kinsman, Louisville, Ky., Medical Infections of the Kidney. 
The Tuesday sessions will end with a clinicopathological con- 
ference, 4:30-5:30 p. m.; the Thursday sessions with a panel 
discussion on blood diseases, 4-5 p. m.; and the Friday meet- 
ing with a panel on obstetrics and gynecology, 3:30-4:30 p. m. 
The registration fee is $5. 


MAINE 

Medical Legal Conference.—The semiannual meeting of the 
Maine Medico-Legal Society, Feb. 4-5 in Portland, was dedi- 
cated to Dr. George L. Pratt, Farmington, the “father of the 
society,” who has served as secretary since its formation in 
1935. The conference on medical legal techniques in the in- 
vestigation and prosecution in cases of violent and suspicious 
deaths included round tables on law enforcement and the 
crime problem, concepts of limited responsibility, medical legal 
advancement since the turn of the century, use of circum- 
stantial evidence, the trial of a crime detection case, and prob- 
lems of the medical examiner. The evening meeting was ad- 
dressed by the Hon. Eugene Cook, Atlanta, president of 
the Attorneys General Association of the United States, and 
attorney general for Georgia, whose topic was “A New Look 
at State and Federal Crime Problems.” 





MICHIGAN 

Hickey Memorial Lecture——Wayne University College of 
Medicine, Wayne County Medical Society, and the Detroit 
Roentgen Ray and Radium Society announce the Hickey me- 
morial clinic and lecture and a testimonial dinner for Dr. 
Lawrence Reynolds, professor of roentgenology at the college 
of medicine, March 4. In the morning Drs. H. Dabney Kerr, 
Iowa City, and Harold W. Jacox, New York, will speak on 
carcinoma of the cervix, and in the afternoon Drs. Eugene P. 
Pendergrass, Philadelphia, and Wendell G. Scott, St. Louis, 
will discuss “Vascular Radiography.” The Hickey memorial 
lecture by Dr. Reynolds at 4 p. m. will be followed by a 
testimonial dinner at the Veterans Memorial Building, to 
which Dr. Reynolds’ friends and associates are invited. Dr. 
Reynolds will be honored by the establishment of a Lawrence 
Reynolds Radiological Niche in the new Wayne University 
Library. 





MONTANA 

State Association Interim Session at Helena.—The Montana 
Medical Association will hold its interim session March 5-6 
in the Placer Hotel, Helena, under the presidency of Dr. 
Sidney C. Pratt, Miles City. Dr. Raymond F. Peterson, Butte, 
will serve as moderator for a clinicopathological conference 
Friday, 1:45 p. m., with the following participants: Drs. John 





J.A.M.A., Feb. 27, 1954 





H. Bridenbaugh and Wayne Gordon, Billings; Dr. Alfreq M 
Lueck, Livingston; and Dr. John C. Wolgamot, Grea: Falls, 
At 4:10 p. m., through the courtesy of the Montana chapter 
of the National Foundation for Infantile Paralysis, Inc, p, 
Carl J. Potthoff, Rochester, Minn., will discuss “Recent De. 
velopments Toward a Vaccine Against Poliomyelitis.” Dr, py); 
will serve as toastmaster for the banquet, 7:30 p. m., at which 
the Rev. Dr. Paul B. McCleave, pastor of the First Presby. 
terian Church, Bozeman, and former president of the College 
of Emporia, Kansas, will present “John Q. Looks at th 
Doctor.” 


NEW YORK 


Society News.—At the meeting of the Rochester Academy of 
Medicine (1441 East Avenue) March 2, 8:30 p. m., Dr. James 
B. Amberson, New York, will speak on tuberculosis. The 
April 6 meeting will be addressed by Dr. Willard M. Allen, 
St. Louis, who will discuss “The Adrenogenital Syndrome.” 


Course on Arthritis—The University of Buffalo School of 
Medicine offers a postgraduate course on arthritis March 3 
at the Buffalo General Hospital. The program will open with 
“Action of Antirheumatic Drugs” by Dr. Bernard M. Nor. 
cross, after which case presentations will be made on gout, 
rheumatoid arthritis, rheumatoid spondylitis, osteoarthritis, and 
collagen disease. An arthritis clinic, 2-4 p. m., will be followed 
by demonstration of the use of physical therapy in arthritis. 
The fee for the course is $15. Request for registration should 
be sent to Dr. Milton Terris, Assistant Dean for Postgraduate 
Education, University of Buffalo School of Medicine, 3435 
Main St., Buffalo 14. 





Personal.—Dr. Walter T. Hausheer, Staten Island, has joined 
the medical department of the Standard Oil Development 
Company. Dr. Hausheer served for more than four years 
with the Navy during World War Il. Dr. Duncan W. Clark, 
professor of environmental medicine.and community health at 
the State University of New York College of Medicine at New 
York City, Brooklyn, was elected chairman of the Conference 
of Professors of Preventive Medicine at a meeting, Nov. 9, 
1953, held during the annual convention of the American 
Public Health Association at the Hotel Statler. Dr. Wesley 
T. Pommerenke, associate professor of obstetrics and gyne- 
cology, University of Rochester School of Medicine and Den- 
tistry, left Rochester Dec. 18, 1953, for an eight-month lecture- 
teaching tour in Syria, India, and Japan. He will lecture at the 
American University of Beirut, Lebanon, then spend three 
months as visiting professor of obstetrics and gynecology at 
the University of Madras, India, under the sponsorship of the 
Unitarian Service Committee, a nonsectarian voluntary organ- 
ization, and another three months as visiting professor at 
Keio Gijuku University, Tokyo, Japan. At the request of the 
Indian minister of health, Dr. Pommerenke will stop at New 
Delhi for conferences on his teaching program. A year ago 
Dr. Pommerenke was an American delegate to the World Con- 
ference on Population Problems in Bombay and last April 
addressed the Mexican Society for the Study of Sterility —— 
Dr. Emanuel Schwartz, Brooklyn, has been appointed to the 
three-member medical practice committee of the New York 
State Workmen’s Compensation Board, succeeding Dr. Joseph 
Raphael, also of Brooklyn, who retired Dec. 31, after serving 
as a member of the committee since 1944. The other members 
of the committee are Dr. Francis M. Conway, New York, 
chairman, and Dr. Chester L. Davidson, Jamaica. 








New York City 

Hospital News.—Dr. Edward E. Fischel, who has been en- 
gaged in teaching and research at the Presbyterian medical 
center, has been appointed full-time director of medicine at 
the Bronx Hospital and will assume his duties on May 1.—— 
On March 5 Dr. Albert Tannenbaum, director, department 
of cancer research, Medical Research Institute, Michael Reese 
Hospital, Chicago, will present “Some Aspects of Nutrition in 
Cancer” at 3 p. m. in the social hall of Montefiore Hospital 
for Chronic Diseases. 
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symposium on Cancer.—The New York Cancer Society will 
present the following symposium on recent experiences in the 
higher energy irradiations in cancer therapy March 2, 8:30 
p. m., al the New York Academy of Medicine, Fifth Ave. at 
103rd St.: 
supervoltage Radiation in Treatment of Cancer, Hugh F, Hare, Los 
geles. 
cal Observations with 22 MEV Radiation in Treatment of 
Cancer, James J. Nickson, New York. 
Experiences with the Cobalt 60 Beam Teletherapy Unit in Treatment 
of Cancer, Jacob R. Freid, New York. 


Physicians and medical students are invited. 


Program on Radioisotopes.—“The Practical Clinical Applica- 
tion of Radioisotopes in Medical Diagnosis and Treatment” 
will be presented in the Main Lecture Hall, New York Uni- 
versity College of Medicine, 477 First Ave. (near 28th St.), 
March 1, 8:30 p. m. Dr. Maxwell H. Poppel, professor and 
chairman, department of radiology, New York University Col- 
lege of Medicine, will preside over the following program: 
Use of Radioisotopes in the Study of Blood Volume, Solomon A. 
Berson. 
Radioactive Iodine in Diagnosis of Thyroid Disorders, Solomon Silver. 
Radioactive Phosphorus in Leukemia, Polycythemia Vera, and Super- 
ficial Skin Lesions, and Colloidal Radioactive Phosphorus for Inter- 
stitial Use in Cancer, Bernard Roswit. 
Use of Radioactive Gold in Malignant Peritoneal and Pleural Effusions, 
Sidney Rubenfeld. 


OHIO 

Society News.—The Academy of Medicine of Cincinnati will 
have as guest speaker March 2 Dr. Charles K. Friedberg, as- 
sistant clinical professor of medicine, Columbia University 
College of Physicians and Surgeons, New York, who will dis- 
cuss “Drugs in the Treatment of Heart Disease.” March 16 
Dr. Carl V. Moore, professor of medicine, who will become 
dean of Washington University School of Medicine, St. Louis, 
March 15, will present the Roger Morris lecture, “New Con- 
cepts About Thrombocytopenic Purpura, Sensitivity to Plate- 
lets, and Platelet Types.” 


Dr. Vilter to Make Egyptian Survey.—Dr. Richard W. Vilter, 
associate professor of medicine, University of Cincinnati Col- 
lege of Medicine, and a member of the committee on dietary 
allowances of the National Research Council, has been selected 
by the World Health Organization to survey for the United 
Nations the causes of anemia and nutritional deficiency dis- 
eases in Egypt. During his two month study he is to determine 
what substance may be lacking in the native diet and recom- 
mend to the Egyptian government what can be done to replace 
the missing substance. Egyptians depend largely on a corn- 
meal diet. 


PENNSYLVANIA 

Society News.—The Philadelphia County Medical Society an- 
nounces that, effective March 1, Mr. Laurence S. Whyte will 
become its business manager. Miss Dorothy Ann Harrison, 
former executive assistant, has been appointed editor of Phila- 
delphia Medicine. The offices of the publication are in the 
society building, 301 S. 21st St., Philadelphia. 


Secretaries-Editors Conference.—The 42nd annual conference 
of secretaries and editors of the component county medical 
societies of the Medical Society of the State of Pennsylvania 
will be held in Harrisburg, March 4-5. Discussions on the 
activities of the state medical society and the duties of county 
society officers will be held Thursday afternoon. Wilton M. 
Krogman, Ph.D., professor of anthropology at the Graduate 
School of Medicine, University of Pennsylvania, speaker at 
the dinner, Thursday, 6 p. m., will have as his subject “Dry 
Bones!” On Friday morning the problem of caring for non- 
service-connected disabilities of veterans will be discussed, as 
will “The D. P. A. Experimental Payment Program,” “Polio 
Vaccine in Pennsylvania,” “The Rural Medical Service Sur- 
vey,” and “The Ethical Relationship of the Physician to Media 
of Public Information.” 
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Philadelphia 

Anders Lecture by Howard Rusk.—On March 3, 8:30 p. m., 
the College of Physicians of Philadelphia will present the 
James M. Anders lecture. Dr. Howard A. Rusk, professor and 
chairman, department of physical medicine and rehabilitation, 
New York University College of Medicine, will discuss “The 
Physician and the Changing World.” 


VIRGINIA 

Personal.—_Dr. James N. Dudley, commissioner of health at 
Roanoke since September 1946, has resigned and has accepted 
a position with the Lovelace Clinic at Albuquerque, N. Mex. 
Dr. A. McGarvey Wallace, Gate City, who recently was 
awarded his certificate for 50 years of practice of medicine 
by the Medical Society of Virginia, flew his own plane to 
Roanoke for the presentation. 





Graduate Lecture Program.—The University of Virginia De- 
partment of Medicine, Charlottesville, invites all physicians to 
attend, without fee, its spring series of graduate lectures. The 
program for March includes: 
March 1, William B. Castle, Boston, Some Immunologic Aspects of 
Disorders of the Blood. 
March 8, Roy R. Grinker, Chicago, Some Newer Aspects of Psycho- 
somatic Medicine. 
March 15, Harry Eagle, Bethesda, Md., Studies of the Mode of Action 
of Penicillin. 
March 22, George W. Wright, Cleveland, Measurement of Respiratory 
and Cardiocirculatory Reserves. 
March 29, Oliver H. Lowry, St. Louis (title to be announced), 





GENERAL 

Thirty-Eighth Medical Golfing Association Tournament.—The 
golfers of the American Medical Association will meet at the 
Olympia Country Club in San Francisco on June 21, to 
compete in the 38th tournament of the American Medical Golf- 
ing Association. In anticipation of a large registration, the Cali- 
fornia committee has completed many arrangements to make this 
an outstanding event. Dr. Edward Campion, San Rafael, 
California, is President of the American Medical Golfing 
Association. Information may be obtained also from W. H. 
Bartleson, Executive Secretary, Jackson County Medical So- 
ciety, 3036 Gillham Road, Kansas City 8, Mo. 


American College of Gastroenterology.—At a meeting of its 
executive committee Jan. 10 in New York, the National Gas- 
troenterological Association became the American College of 
Gastroenterology, with Dr. Sigurd W. Johnsen, Passaic, N. J., 
president of the association, and all other officers and com- 
mittees assuming the same offices in the college. Applicants 
for fellowship in the college must have at least five years’ train- 
ing in gastroenterology at institutions or medical colleges that 
meet the standards set up by the board of trustees of the col- 
lege. A regional meeting of the college will be held in Mil- 
waukee March 28 and the annual meeting in Washington, 
D. C., Oct. 25-30. 


Fellowships in Ophthalmology.—The National Council to Com- 
bat Blindness announces the launching of its fellowship pro- 
gram, the objectives of which are: (1) to meet the existing 
shortage of trained research manpower in the field of oph- 
thalmology and its related sciences and (2) to encourage per- 
sons who have training in ophthalmology or the various 
branches—biological, chemical, and physical sciences—and 
clinical investigative medicine to undertake specialized re- 
search study. Under the conditions of these fellowships the 
applicants are required to make their own arrangements for 
suitable research facilities with recognized institutions. Numer- 
ous grants-in-aid are also awarded. Applications for 1954-1955 
fellowship and grant-in-aid awards of the National Council 
to Combat Blindness will be considered at the fifth annual 
meeting in the spring. Completed applications should be re- 
ceived in the office of the council no later than April 15. 
Application forms may be obtained from the Secretary, Na- 
tional Council to Combat Blindness, 30 W. 59th St., New 
York 19. 
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Symposium on Gerontology.—Johns Hopkins University School 
ef Hygiene and Public Health, Baltimore, and the National 
Vitamin Foundation will present a symposium on problems of 
gerontology, March 2, at the Biltmore Hotel, Madison Ave. at 
43rd St., New York. The following presentations will be made: 
Nathan W. Shock, Ph.D., Baltimore, Physiological and Biochemical 
Studies of Aging. 

Albert I. Lansing, Ph.D., St. Louis, Role of Comparative Physiology 

in the Study of Aging. 

Harry J. Deuel Jr., Ph.D., Los Angeles, Fat Metabolism. 

Charles S. Davidson, Boston, Protein Metabolism. 

Bacon F. Chow, Ph.D., Baltimore, Absorption of Vitamins and Enzymic 

Activities in Aging. 
John Esben Kirk, St. Louis, Blood and Urine Vitamin Levels in the 
Aged. 

Frank H. Bethell, Ann Arbor, Mich., Hemopoietic Factors. 

C. N. Long, New Haven, Conn., The Hormones and Metabolism. 

Dwight J. Ingle, Ph.D., Chicago, Endocrine Stress and Aging. 

Henry A. Rafsky, New York, Nutritional Problems of the Aged. 
There is no registration charge. Information may be obtained 
from the National Vitamin Foundation, 15 E. 58th St., New 
York 22. 


Sectional Surgeons Meeting in Omaha.—The American College 
of Surgeons will hold a sectional meeting at the Hotel Fon- 
tenelle in Omaha, March 1-4. The general surgery sessions will 
include panel discussions on uterine malignancy, jaundice, in- 
testinal obstruction, and pediatric surgery. Symposiums will be 
featured on trauma, preoperative and postoperative care, vas- 
cular surgery, and congenital defects in children. The meet- 
ings in obstetrics and gynecology will have a panel discussion 
on bleeding during the first trimester of pregnancy and a sym- 
posium on management of prolonged labor. A symposium on 
management of lesions of the esophagogastric junction will be 
presented at the session on thoracic surgery, and the urologic 
sessions will hear panel discussions on surgery of hydronephro- 
sis, of the adrenal, ureters in radical pelvic surgery, and un- 
descended testis. Dr. Evarts A. Graham, St. Louis, is scheduled 
to present “More Evidence About the Relationship of Ciga- 
rettes to Cancer of the Lung” Tuesday morning. Dr. Earl 
A. Connolly, Omaha, chairman of the committee on arrange- 
ments, will preside over the dinner meeting Tuesday, at which 
Dr. Paul R. Hawley, director of the American College of 
Surgeons, will discuss “The Responsibilities of Medical Citizen- 
ship.” A cancer symposium will follow, with Dr. H. Mason 
Morfit, Denver, as moderator. 


Delay in Poliomyelitis Validity Tests—The president of the 
National Foundation of Infantile Paralysis, Mr. Basil O’Connor, 
has announced that, because of delays in the manufacture of 
the trial poliomyelitis vaccine, the nationwide validity tests are 
expected to get under way in late March or early April. It had 
been hoped that the injection of school children taking part in 
the tests could begin in February. Mr. O’Connor said: “While 
production problems have postponed the date for the start of 
the trials, we plan to inoculate a sufficient number of children 
before June to determine scientifically the value of this product.” 
He explained that most of the virus is grown at the Connaught 
Medical Research Laboratories, University of Toronto. The 
virus is then shipped to pharmaceutical and biological concerns 
for conversion into vaccine, which requires several weeks. Each 
lot of the vaccine is subjected to safety tests by three independ- 
ent laboratories. The vaccine to be tested, developed under a 
March of Dimes grant by Dr. Jonas E. Salk of the University 
of Pittsburgh, is currently being produced on a nonprofit basis. 
Dr. Salk is extending his studies to at least 5,000 persons in 
Allegheny County, Pa., before the start of the national founda- 
tion field trials. A small amount of the commercially produced 
vaccine was expected to be available for Dr. Salk’s studies in 
February, but the large quantities needed for the field trials 
cannot be processed, tested, and packaged for shipment before 
the last week in March. The vaccine trials are being organized 
with the advice of the national foundation’s scientific commit- 
tees and that of special committees appointed by the Associ- 
ation of State and Territorial Health Officers, with Dr. Hart E. 
Van Riper, New York, national foundation medical director, in 
charge of the project. The test areas are being selected on 
recommendation of individual state health officers, based on 
scientific criteria. 
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LATIN AMERICA 


Clinicopathological Conferences.—Shortly after the Interna. 
tional Cancer Congress (July 23-29) in Sao Paulo, Brazjj A 
Brazilian Clinical-Pathologic Debates Week will be observe4 
in Curitiba, Parana, Brazil, Aug. 2-7. A seminar on Morbid 
anatomy slides and a series of debates on clinicopathologic,) 
subjects have been scheduled, and it is hoped that plans fo, a 
national society of pathology may be formulated during the 
sessions. Information may be obtained from Dr. Atys Quadro, 
da Silva, Visc. Guarapuava 3200, Curitiba, Paranda, Brazil, 


FOREIGN 


Congress of Psychiatry in Italy—The 25th Congress of thy 
Italian Association of Psychiatry will convene in the Neuro. 
psychiatric Hospital, Varese, May 6-9. Reports will be given 
on (1) recent discoveries in infantile encephalopathy, such a; 
phenylpyruvic oligophrenia by Rh factor, maternal rubella, ang 
thesaurismosis, and (2) new perspectives in quantitative differen. 
tiation between psychasthenia and schizophrenia. The particips. 
tion of foreign colleagues is desired. The program of the 
conference will include excursions and cultural activities, The 
fee is 3,000 lire ($4.80). Address correspondence to: Presidency 
of 25th National Congress of the Italian Psychiatric Society, 
Ospedale Neuro-Psichiatrico, Varese, Italy. 


International Congress of Catholic Doctors.—Organized by the 
Irish Guild of St. Luke, SS. Cosmas and Damian (Veritas 
House, 7 Lower Abbey St., Dublin), the Sixth Internationa 
Congress of Catholic Doctors will be held in Dublin, Ireland, 
from June 30 to July 4. Delegates from some 38 countries wil! 
consider the moral and medical aspects of world population 
trends in discussions on demographical, obstetric and pediatric, 
geriatric, psychological, social, and nutritional problems, and 
the influence of these problems on emigration. Inquiries may 
be addressed to Dr. Joseph J. Toland Jr., 4605 Leiper St, 
Philadelphia 24, president of the Federation of Catholic 
Physicians Guilds in the United States, or to the Right Rey. 
Monsignor Donald A. McGowan (National Catholic Welfare 
Conference, 1312 Massachusetts Ave., N. W., Washington, 
a. Go. 


CORRECTION 


HEW Department Budget.—Under this heading in the Wasb- 
ington News in THE JOURNAL, Feb. 6, advertising page 15, the 
second sentence should have read: “The total is about 200 
million dollars less than the budget for the current fiscal 
year.” The figure in the last sentence of that paragraph should 
have been 1.2 billion dollars. 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1954 Annual Meeting, San Francisco, June 21-25. 
1954 Clinical Meeting, Miami, Florida, Nov. 30-Dec. 3. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 

NATIONAL CONFERENCE ON RuraAL HEALTH, Baker Hotel, Dallas, Texas, 
Mar. 4-6. Mrs. Arline Hibbard, $35 N. Dearborn St., Chicago 10, 
Secretary. 





AERO MEDICAL ASSOCIATION, Hotel Statler, Washington, D. C., March 
29-31. Dr. Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, 
Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Mobile, April 15-17. 
Dr. Douglas L. Cannon, 537 Dexter Ave., Montgomery, Secretary. 

AMERICAN ACADEMY OF GENERAL PRACTICE, Cleveland, March 22-25. Mr. 
Mac F. Cahal, 406 West 34th St., Kansas City 2, Mo., Executive 
Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Hotel Galvez, Galveston, Texas, 

April 7-9. Dr. Normand L. Hoerr, 2109 Adelbert Road, Cleveland 6, 

Secretary. 
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AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Ambassador Hotel, Atlantic 
city, N. J., April 11-15. Dr. John Y. Sugg, 1300 York Ave., New York, 
Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Philadel- 
phia, Pa., April 8-10. Dr. Alan R. Moritz, 2085 Adelbert Road, Cleve- 
jand 6, Secretary. 

AMERICAN ASSOCIATION OF RaiLway SurGEONS, Drake Hotel, Chicago, 
April 6-8. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Roney Plaza Hotel, Miami Beach, Fla., 
April 5-10. Dr. Fred W. Wittich, 423 LaSalle Medical Bidg., Minne- 
apolis 2, Secretary. 

AMERICAN COLLEGE OF Puysicians, Municipal Auditorium, Philadelphia, 
April 25-29. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Execu- 
tive Secretary. 

AMERICAN DERMATOLOGICAL AssociaTION, The Greenbrier, White Sulphur 
springs, W. Va., April 13-17. Dr. J. Lamar Callaway, Duke Hospital, 
Durham, N. C., Secretary. 

AMERICAN HEART AssociaTIon, Conrad Hilton Hotel, Chicago, April 1-4. 
Dr. William H. Bunn, 44 East 23d St., New York 10, Secretary. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel Commodore, New York, 
March 11-13. Dr. Marion FP. Langer, Room 210, 303 Lexington Ave., 
New York 16, Executive Secretary. 

AMERICAN PHysIOLOGICAL Society, Ambassador Hotel, Atlantic City, 
N. J., April 10-16. Dr. Milton O. Lee, 2101 Constitut.on Ave., Wash- 
ington 25, D. C., Executive Secretary. 

AMERICAN PsycHosomaTic Society, Jung Hotel, New Orleans, March 
21-28. Dr. Theodore Lidz, 333 Cedar St., New Haven 11, Conn., 
Secretary. 

AMERICAN RADIUM Society, The Homestead, Hot Springs, Va., March 
14-16. Dr. Robert E. Fricke, 102 Second Ave. S.W., Rochester, Minn., 
Secretary. 

AMERICAN SOCIETY OF BIoLOGiIcAL CHEMISTs, Atlantic City, N. J., April 
12-16. Dr. Philip Handler, Duke Univers:ty, Durham, N. C., Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PaTHOLOGy, Atlantic City, N. J., 
April 12-16. Dr. Cyrus C. Erickson, 874 Union Ave., Memphis 3, Tenn., 
Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
Atlantic City, N. J., April 12-16. Dr. Carl C. Pfeiffer, 1853 West Polk 
St., Chicago 12, Secretary. 

CuicaGo MEDICAL SocieTy ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, March 2-5. Dr. Maurice M. Hoeltgen, 86 East Randolph St., 
Chicago, Secretary. 

CONFERENCE ON MICROCIRCULATORY PHYSIOLOGY AND PATHOLOGY, Univer- 
sity of Texas, Galveston, Texas, April 8-9. Dr. Edward H. Bloch, 
Western Reserve University School of Medicine, Dept. of Anatomy, 
Cleveland 6, Chairman. 

DaLtas SOUTHERN CLINICAL Society, Dallas, March 15-18. Dr. T. Haynes 
Harvill, 433 Medica] Arts Bldg., Dallas 1, Texas, Secretary. 

EASTERN SECTION, AMERICAN CONGRESS OF PHYSICAL MEDICINE, Newark, 
N. J., April 10. Dr. H. L. Rudolph, 400 North Fifth St., Reading, Pa., 
Secretary. 

EASTERN SuRGICAL Society, Boston, March 26-27. Dr. J. William Hinton, 
130 East 79th St., New York, Secretary. 

FEDERATION OF AMERICAN SOCIETIES for EXPERIMENTAL BIOLOGY, Con- 
vention Hall, Atlantic City, N. J., April 12-16. Dr. M. O. Lee, 2101 
Constitution Ave., Washington 25, D. C., Secretary. 

ISTHMIAN CANAL ZONE, MEDICAL ASSOCIATION OF THE, El Panama Hotel, 
Panama City, R. P., March 24-26. Dr. I. Robert Berger, Box “A,” 
Balboa Heights, Canal Zone. 

Joun A. ANDREW CLINICAL SocreETy, Memorial Hospital, Tuskegee Insti- 
tute, Ala., April 11-16. Dr. Eugene H. Dibble Jr., John A. Andrew 
Memorial Hospital, Tuskegee Institute, Ala., Secretary. 

MICHIGAN CLINICAL INSTITUTE, Sheraton-Cadillac Hotel, Detroit, March 
10-12, Dr. L. Fernald Foster, 606 Townsend St., Lansing 15, Mich., 
Secretary. 

Missourt STATE MEDICAL ASSOCIATION, Hotel Jefferson, St. Louis, April 
4-7. Dr. E. Royce Bohrer, 634 North Grand Blvd., St. Louis 3, Secre- 
tary. 

NATIONAL CONFERENCE ON CARE OF THE LONG-TERM PATIENT, Edgewater 
Beach Hotel, Chicago, March 18-20. Dr. Dean W. Roberts, 615 N. Wolfe 
St., Baltimore 5, Director. 

NATIONAL CONFERENCE ON TRICHINOSIS, A. M. A. Headquarters, Chicago, 
March 1, Dr. S. E, Gould, Wayne County General Hospital, Eloise, 
Mich., Chairman. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, Jefferson Hotel, 
St. Louis, March 10-12. Dr. F. M. Foote, 1790 Broadway, New York 19, 
Executive Director. 

New OrLEANS GRADUATE MEDICAL ASSEMBLY, Municipal Auditorium, New 
Orleans, March 8-11. Dr. Maurice E. St. Martin, Room 103, 1430 Tulane 
Ave., New Orleans 12, Secretary. 

Ox1I0 STATE MEDICAL AssociATION, Columbus, April 13-15. Mr. Charles S. 
Nelson, 79 East State St., Columbus 15, Executive Secretary. 

Paciric NORTHWEST SOCIETY OF PATHOLOGISTS, Amphitheater, Dept. of 

Pathology, University of Washington School of Medicine, Seattle, April 

23-24. Dr. John L. Whitaker, 315 South K St., Tacoma 3, Wash., 

Secretary, 
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Paciric NORTHWEST SOCIETY OF PLASTIC AND RECONSTRUCTIVE SURGEONS, 


Seattle, April 3. Dr. E. E. Banfield, Medical Arts Bldg., Tacoma 2, 


Wash., Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Topeka, Kans., March 19, Dr. William C. Menninger, 3617 West 6th 
Ave., Topeka, Kansas, Governor. 

SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

FRENCH Lick SPRINGS, Indiana, French Lick Springs Hotel, March 15-17. 
Dr. Carl H. McCaskey, 20 N. Meridian St., Indianapolis 4, Chairman. 

MONTREAL, CANADA, Mount Royal Hotel, March 31-April 2. Dr. Harry 
S. Morton, 900 Sherbrooke St., West, Montreal, Canada, Chairman. 

Omana, NEB., Hotel Fontenelle, March 1-4. Dr. Earl A. Connolly, 107 
South 17th St., Omaha, Chairman. 

SociETY OF NEUROLOGICAL SURGEONS, The Waldorf Astoria, New York, 
April 23-24. Dr. Edgar F. Fincher, Emory University, Ga., Secretary. 
SOUTHEASTERN ALLERGY ASSOCIATION, Dinkler-Plaza Hotel, Atlanta, Ga., 
March 25-27. Dr. Katharine B. MacInnis, 1515 Bull St., Columbia 1, 

S. C., Secretary. 

SOUTHEASTERN SURGICAL CONGRESS, Tutwiler Hotel, Birmingham, Ala., 
March 8-11. Dr. Benjamin T. Beasley, 45 Edgewood Ave. S.E., Atlanta, 
Ga., Secretary. 

TENNESSEE STATE MEDICAL ASSOCIATION, Nashville, April 18-21. Mr. V. O. 
Foster, 706 Church St., Nashville 3, Executive Secretary. 

Unitep StTaTes-Mexico BorperR Pusiic HEALTH ASSOCIATION, Albuquer- 
que, N. Mex., April 6-9. Sidney B. Clark, 314 U. S. Court House, 
El Paso, Texas, Secretary. 

WESTERN SOCIETY OF ELECTRO-ENCEPHALOGRAPHY, Del Monte Lodge, Pebble 
Beach, Calif., March 7-8. Dr. Sylvester N. Berens, 902 Boren Ave., 
Seattle, Secretary. 


FOREIGN AND INTERNATIONAL 


ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, Leeds, England, 
May 13-15, 1954. Dr. Henry W. S. Wright, 45 Lincoln’s Inn Fields, 
London W.C.2, England, Honorary Secretary. 

BritisH MEDICAL ASSOCIATION, Glasgow, Scotland, July 1-9, 1954. Dr. 
A. Macrae, B.M.A. House, Tavistock Square, London, W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 14-18, 
1954. Dr. T. C. Routley, 244 St. George St., Toronto 5. Ontario, Canada, 
General Secretary. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
NEss, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE BRONCHI, 
Geneva, Switzerland, June 5-6, 1954. Professor A. Montandon, Clinique 
Universitarie d O.R.L., H6pital Cantonal, Geneva, Switzerland, Chair- 
man. 

EUROPEAN SOCIETY OF CARDIOVASCULAR SurRGERY, Edinburgh, Scotland, 
July 9-10, 1954. For information address: Mr. A. J. Slessor, Department 
of Surgery, University New Building, Edinburgh 8, Scotland. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Scarborough, Eng- 
land, April 27-30, 1954. Mr. P. Arthur Wells, Royal Sanitary Institute, 
90 Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH Society, Los Angeles, Calif., 
U. S. A., Oct. 10-14, 1954. For information write: Dr. T. H. Seldon, 102- 
110 Second Avenue S.W., Rochester, Minn., U. S. A. 

INTERNATIONAL CANCER CONGRESS, Sao Paulo, Brazil, July 23-29, 1954. 
Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 20-24, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Mo., U. S. A., Chairman, 
Committee on Arrangements. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Ill., U. S. A., Executive Secretary. 

INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 

INTERNATIONAL CONGRESS ON GYNECOLOGY AND OBSTETRICS, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité Hdépital 
Cantonal, Geneva, Switzerland, President. 

INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 

INTERNATIONAL CONGRESS OF THE HIsTORY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF HYDROCLIMATISM AND THALASSOTHERAPY, 
Dubrovnik, Yugoslavia, May 8-16, 1954. Prof. C. Plavsic, Zeleni venac 

1, Belgrade, Yugoslavia, Secretary General. 

INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Naples, Italy, Sept. 
13-19, 1954, Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 


mittee. 
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INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 

INTERNATIONAL CONGRESS OF INFERNATIONAL COLLEGE OF SURGEONS, S4o 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago, Ill., U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Buenos 
Aires, Argentine, April 21-28, 1954. Direcion General de Sanidad 
Militar, Pozos 2045, Buenos Aires, Argentine. 

INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
14-18, 1954. For information write: Dr. M. van Eekelen, Centraal 
Instituut voor Voedingsonderzoek T.N.O., 61 Catharynesingel, Utrecht, 
Netheriands. 


INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 9-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minn., U. S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS OF PsyCHOLOGY, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeld, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
R44, UV. B&, 

INTERNATIONAL CONGRESS FOR PSYCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL CONGRESS OF THE SOCIEDAD DE MEpiIcos INTERNOS, Resi- 
dentes y Becarios del Instituto Nacional de Cardiologia de Mexico, 
Acapulco, Mexico, April 21-24, 1954. For information address: Dr. Jorge 
Sober6n Acevedo, Avenida, Cuauhtemoc No. 300, Mexico, D. F., 
Mexico. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL INSTITUTE ON CHILD PsyCHIATRY, Toronto, Canada, Aug. 
13-14, 1954. Miss Helen Speyer, International Association for Child 
Psychiatry, 1790 Broadway, New York 19, N. Y., U. S. A., Executive 
Officer. 

INTERNATIONAL POLIOMYELITIS CONGRESS, Rome, Italy, Sept. 6-10, 1954. 
Mr. Stanley E. Henwood, 120 Broadway, New York 5, N. Y., U. S. A., 
Executive Secretary. 

INTERNATIONAL SOCIETY OF ANGIOLOGY, North American Chapter, Hotel 
Mark Hopkins, San Francisco, Calif., U. S. A., June 19, 1954. Dr. 
Henry Haimovici, 105 East 90th St., New York, N. Y., U. S. A.,, 
Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BIoLoGy, Leiden, Netherlands, Sept. 2-9, 
1954. Professor Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basle, Switzerland, Secretary-General. 

IRISH MEDICAL AssociaTIon, Killarney, Ireland, July 7-10, 1954. Dr. P. J. 
Delaney, 10, Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 

JOURNEES MEDICALES, Paris, France, April 21-25, 1954. For information 
write: Secretariat of the Journees, 12, rue Pierre-Geofroix, Colombes 
(Seine) France. 

LATIN AMERICAN CONGRESS ON GYNECOLOGY AND OBSTETRICS, Sao Paulo, 
Brazil, July 10-15, 1954. Prof. Dr. Jairo Ramos, av. Brigaderio Luiz 
Antonio, 278-8° andar, Sao Paulo, Brazil, Chairman of Organizing 
Committee of Medical Congresses. 

LATIN AMERICAN CONGRESS ON MENTAL HEALTH, Sao Paulo, Brazil, July 
17-22. For information address: Professor A. C. Pacheco e Silva, 
Avenida Brigadeiro Luiz Antonio 651, Sao Paulo, Brazil. 


Pan AMERICAN CONGRESS OF CHILD WELFARE AND PEpimaTrIcs, Sao Paulo, 
Brazil, July 15-21, 1954. For information address: Dr. Jairo Ramos, 
Avenida Brigaderio Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 

PaN AMERICAN CONGRESS OF GASTROENTEROLOGY, Sao Paulo, Brazil, July 
19-24, 1954. For information address: Dr. Jairo Ramos, Avenida Briga- 
deiro Luiz Antonio 278-8° andar, Sao Paulo, Brazil. 


PAN AMERICAN CONGRESS OF OPHTHALMOLOGY (Interim), Sao Paulo, Brazil, 
June 17-21, 1954. Dr. Moacyr E. Alvaro, Consolacao 1151, Sao Paulo, 
Brazil, President. 

PAN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GoLocy, Mexico, D.F., Mexico, Feb. 28-March 4, 1954. Dr. Maximo 
Garcia Castafieda, Humboldt 17, Mexico 1, D.F., Mexico, Secretary- 
General. 


Pan AMERICAN CONGRESS OF VETERINARY MeDicINE, Sao Paulo, Brazil, 
April 3-10, 1954. Dr. Joao Soares Veiga, Rua Pires da Mota 159, Sao 
Paulo, Brazil, Chairman of Organizing Committee 
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Pan-PaciFic SurGicaL ConGress, Honolulu, Hawaii, Oct. 7-18, 1054. Dr 
F. J. Pinkerton, Suite 7, Young Bldg., Honolulu 13, Hawaii, 


Director 

General. 
SECTIONAL MEETING, AMERICAN COLLEGE OF SuRGEONS, London, Fnglang 
May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chicago il. 


Ill., U. S. A., Secretary. 

SOUTH AMERICAN CONGRESS OF ANGIOLOGY, Sao Paulo, Brazil, July 1954 
For information write: Dr. Rubens Carlos Mayall, Rua Senador Ver. 
gueiro 73, Rio de Janeiro, Brazil, S. A. 

WoRLD CONGRESS OF CarDIOLOGY, Washington, D. C., and Bethesda, Mg. 
U. S. A., Sept. 12-17, 1954. Dr. L. W. Gorham, 44 East 23d St., New 
York 10, N. Y., U. S. A., Secretary-General. 

WorRLD CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELPFARP OF 
CrIPPLES, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954, 
Secretariat: Miss H. P. Post, Pieter Lastmarkade 37, Amsterdam z, 
Netherlands. 

WoRLD FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Sc tland, 
August 17, 1954. 

WorLD MEDICAL AssOcIATION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dy. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. 4, 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 





EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various Centers, July 16, 
Final date for filing applications was Jan 16. Sec., Dr. Curtiss B. Hickox, 
80 Seymour St., Hartford 15. 

AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: Written. Various 
centers, Sept. 2. Oral. Ann Arbor, Oct. 15-18. To be eligible candidates 
must have completed thirty-six months of training by October 1. Fina! 
date for filing application is May 1. Exec. Sec., Miss Janet Newkirk, 
66 East 66th St., New York 21. 

AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Chicago, April 1-3 (candi- 
dates in the midwest). Los Angeles, June 15-17 (candidates west of the 
Rocky Mountains and west coast). The closing date for acceptance of 
applications for Chicago and Los Angeles was Feb. 1. New York, Sept. 
22-24 (candidates on the east coast). The closing date for acceptance of 
applications will be April 1. Written. Oct. 18. Final date for acceptance 
of applications will be May 1. Subspecialties. Cardiovascular Disease. 
Chicago, April 1. Gastroenterology. Chicago, April 2-3. The closing date 
for acceptance of applications for the subspecialties was Jan. 15. 
Exec. Sec.-Treas., Dr. William A. Werrell, One West Main St., Madison 
3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SuRGERY: Oral. Chicago, May or 
June. Final date for filing application was Jan. 15. Sec., Dr. Leonard T. 
Furlow, 600 S. Kingshighway, St. Louis 10. 

AMERICAN BOARD OF NEUROLOGY AND PsyCHIATRY: Psychiatry and Neurol- 
ogy. Chicago, April 29-30. Final date for filing application was Feb. 1. 
Sec., Dr. David A. Boyd, Jr., 102-116 Second Ave., S.W., Rochester, 
Minn. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part II. Chicago, May 
10-17. Final date for filing applicat‘on is April 1. Sec., Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Practical examinations, 1954. San 
Francisco, June 25-29; New York City, Dec. 5-9. Final date for filing 
applications was July 1, 1953. Written, 1955. Various cities, Jan. 24-25. 
Final date for filing applicat:on is July 1, 1954. Practical examinations, 
1955. Philadelphia, June 10-15; Chicago, Oct. 9-14. Sec., Dr. Edwin B. 
Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF UTOLARYNGOLOGY: Oral. Boston, May 17-21. Sec., Dr. 
Dean M. Lierle, University Hospital, lowa City. 

AMERICAN BOARD OF PATHOLOGY: San Francisco, June 17-19. Sec., Dr. 
William B. Wartman, 303 E. Chicago Ave., Chicago 11. 

AMERICAN BOARD OF PEDIATRICS: Oral. Des Moines, March 19-21; New 
York City, May 1-3; San Francisco, June 25-27; Chicago, Oct. 8-10 and 
New Haven, December. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION. Oral and 
Written. Washington, D. C., Sept. 5-6. Final date for filing applications 
is March 31. Sec., Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago. 

AMERICAN BOARD OF PLASTIC SURGERY: Entire Examination. Galveston, 
April 17-19. Final date for receipt of case reports was Jan. 1. Final date 
for receipt of case reports for the fall 1954 examination is June 1, 1954. 
Corres. Sec., Mrs. Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF ProcTOLOGy: Part I. Kansas City, Philadelphia and 
San Francisco, May 8. Sec., Dr. Louis A. Buie, 102-110 Second Ave. 
S.W., Rochester, Minn. 

AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New York, Dec. 13-14; 
New Orleans, Feb. 28-March 1, 1955; San Francisco, Mid-October, 
1955; New York City, December, 1955. Sec., Dr. David A. Boyd, 102- 
110 Second Ave. S.W., Rochester, Minnesota. 

AMERICAN BoarD OF RapIoLoGcy: Oral. Spring 1954. Final date for filing 
application was Dec. 1. Sec., Dr. B. R. Kirklin, 102-110 Second Ave. 

S.W., Rochester, Minn. 
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Fulkerson, Lynn Lyle @ New York; Columbia University Col- 
lege of Physicians and Surgeons, New York, 1907; specialist 
certified by the American Board of Obstetrics and Gynecology; 
for many years assistant professor of gynecology at the New 
York Post Graduate Medical School and Hospital, and instruc- 
tor in obstetrics and gynecology at Cornell University Medical 
College; affiliated with the Lutheran Hospital from 1925 to 
1933 and the New York Hospital from 1932 to 1948; fellow 
of the American College of Surgeons; author of “Gynecologic 
Urology” and “Gynecology: A Textbook of the Diseases of 
Women”; died in the Harkness Pavilion, Columbia Presby- 
terian Medical Center Dec. 30, aged 72, of cancer. 


Thorne, Fred Sanborn ® Boston; born in Augusta, Maine, Nov. 
27, 1890; Harvard Medical School, Boston, 1918; assistant in 
ophthalmology at his alma mater from 1942 to 1947; specialist 
certified by the American Board of Ophthalmology; member 
of the American Academy of Ophthalmology and Otolaryn- 
gology and the New England Ophthalmological Society, of which 
he was past vice-president; on the staffs of the Sancta Maria 
Hospital in Cambridge, Brooks Hospital in Brookline, Symmes 
Arlington Hospital in Arlington, Mass., Massachusetts Eye and 
Far Infirmary and Carney Hospital in Boston, and the New- 
ton-Wellesley Hospital in Newton Lower Falls, Mass., where 
he died Dec. 6, aged 63, of coronary thrombosis. 


Foster, Robert Heath @ Meridian, Miss.; born in Shiloh, Miss., 
in 1885; Medical Department of Tulane University of Louisi- 
ana, New Orleans, 1908; member of the Southeastern Surgical 
Congress; served during World Wars I and II; began work with 
the Veterans Administration in 1933; was on duty at Veterans 
hospitals in Atlanta and in Memphis, Tenn.; at the time of his 
retirement in Dec. 31, 1949 was surgical and orthopedic 
examiner and consulting surgeon for the Veterans Adminis- 
tration Rehabilitation Center in Birmingham, Ala.; died in the 
Anderson Infirmary Dec. 25, aged 69, of pneumonia. 


Atha, Henry George @ Tucson, Ariz.; Tufts College Medical 
School, Boston, 1934; certified by the National Board of Medi- 
cal Examiners; died Nov. 26, aged 51, of bronchiectasis. 


Ballenger, William E., Plainview, Ark.; Vanderbilt University 
School of Medicine, Nashville, Tenn., 1899; affiliated with St. 
Anthony’s Hospital in Morrilton; died Jan. 7, aged 79, of brain 
tumor. 

Ballentine, Allen DeBow, Bound Brook, N. J.; Hahnemann 
Medical College and Hospital of Philadelphia, 1886; died Dec. 
22, aged 91. 

Banks, Winifred Davey, East Orange, N. J.; Cornell University 
Medical College, New York, 1899; affiliated with St. Mary’s 
Hospital in Orange; died in Orange Memorial Hospital in 
Orange Jan. 1, aged 85, of coronary thrombosis. 


Baskin, Morris Jacob © Denver; University of Colorado School 
of Medicine, Denver, 1918; died in the Presbyterian Hospital 
Nov. 10, aged 58. 


Catron, Isaac Thomas @ Atlanta; St. Louis College of Phy- 
sicians and Surgeons, 1895; veteran of the Spanish-American 
War; on the staff of the Crawford W. Long Memorial Hos- 
pital; died Dec. 23, aged 80, of coronary occlusion. 


Doane, Samuel Newman, Arkadelphia, Ark.; Jefferson Medical 
College of Philadelphia, 1902; on the staff of the Clark County 
Memorial Hospital; died Dec. 30, aged 76, of cerebral hemor- 
rhage. 


Eastwood, Edmund @ Dunedin, Fla.; Jefferson Medical Col- 
lege of Philadelphia, 1903; for many years associated with 
the Veterans Administration, serving as medical officer in 
various parts of the country; died Dec. 25, aged 72, of cere- 
bral hemorrhage and hypertension. 





@ Indicates Member of the American Medical Association. 
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Horn, Walter Eugene, Portsmouth, Ohio; Ohio State Uni- 
versity College of Medicine, Columbus, 1943; entered the 
Medical Corps, Army of the United States, in December, 1943, 
as a first lieutenant; promoted to captain in May, 1947; trans- 
ferred to the regular army in 1948; resigned as a major Feb. 13, 
1953; died Dec. 15, aged 35. 


Jarrad, George Frederick, Fontana, Calif.; Northwestern Uni- 
versity Medical School, Chicago, 1928; died in Kaiser Fontana 
Hospital Dec. 21, aged 72, of myocardial infarction. 


Lake, LaFayette ® Clearwater, Fla.; University of Maryland 
School of Medicine, Baltimore, 1906; an Associate Fellow of 
the American Medical Association; died Jan. 7, aged 70. 


Lau Bach, Herbert George, Mitchell, Neb.; Lincoln Medical 
College, Eclectic, 1918; died in the Porter Sanitarium, Denver, 
Dec. 16, aged 73. 


Lewis, George B., Syracuse, N. Y.; University of the City of 
New York Medical Department, 1886; died Oct. 23, aged 78, 
of a fractured hip and terminal pneumonia. 


Miller, Meyer @ Baltimore; Johns Hopkins University School 
of Medicine, Baltimore, 1927; on the staff of the Sinai Hos- 
pital, where he died Jan. 11, aged 52, of cerebral hemorrhage 
and hypertension. 


Monroe, Richard Sylvester, Luttrell, Tenn.; Lincoln Memorial 
University Medical Department, Knoxville, 1914; died Jan. 6, 
aged 65, of acute myocardial infarction. 


Mogquin, William Neal, San Diego, Calif.; University of South- 
ern California School of Medicine, Los Angeles, 1952; liaison 
officer and engineering instructor with the French army during 
World War II and was awarded the Croix de Guerre for his 
work; formerly resident at Ventura (Calif.) County Hospital; 
affiliated with the Quintard Hospital; died Dec. 12, aged 39. 


Randell, Harold Edward @ Chicago; Chicago Medical School, 
1937; served during World War II; died Jan. 15, aged 43, of 
acute coronary thrombosis. 


Rapp, Edwin Wallace ® Memphis, Tenn.; Rush Medical Col- 
lege, Chicago, 1919; served as assistant professor of pathology 
at Medical College of Georgia in Augusta; served during 
World War II; formerly on staffs of the Veterans Admin- 
istration hospitals in Montgomery, Ala., and Atlanta and 
Augusta, Ga.; died Dec. 25, aged 62. 


Rice, Alfred George ® Chandler, Ariz.; University of Illinois 
College of Medicine, Chicago, 1931; member of the American 
Trudeau Society; served during World War II; at one time 
medical director of the Morgan County Tuberculosis Sana- 
torium in Flint, Ala.; died in Mesa Nov. 19, aged 46, of 
injuries received in an automobile accident. 


Rohrlack, Otto Herman, Chicago; Northwestern University 
Medical School, Chicago, 1902; formerly associate professor 
of obstetrics at the University of Illinois College of Medicine; 
served on the staff of the Norwegian-American Hospital; died 
in Grant Hospital Jan. 18, aged 79, of hypertensive heart 
disease. 


Rovitti, Peter A. M. ® Wilmington, Del.; Baltimore University 
School of Medicine, 1902; served as coroner’s physician; on 
the staff of the Wilmington General Hospital; died Dec. 19, 
aged 74, of metastatic carcinoma. 


Shane, Hugh, Marshall, Texas; Tulane University of Louisiana 
School of Medicine, New Orleans, 1931; served during World ° 
War II; died in the Kahn Memorial Hospital Nov. 18, aged 
49, of bronchial asthma and emphysema. 


Smith, Jacob C. ® Tarentum, Pa. (licensed in Pennsylvania in 
1901); president and director of the Federal Savings and Loan 
Association; affiliated with the Allegheny Valley Hospital, 
which he helped to found; died Dec. 29, aged 82, of coronary 
occlusion. 
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Modified Affiliation Plan for Army Hospitals—More than 50 
medical colleges and large civilian hospitals throughout the 
United States have entered into an informal agreement with 
the Army Surgeon General whereby each will furnish a limited 
number of highly qualified doctors and dentists for key special- 
ist assignments in a 1,000-bed general hospital for employ- 
ment only in time of a major national emergency. 

This agreement is a modification of the reserve hospital 
plan used in both world wars under which a formally organ- 
ized group was required to conduct military training and 
secure a full complement of commissioned officers. The modi- 
fied arrangement permits the hospital or medical school to 
retain these key professional staff members, selected for the 
unit for several months after the initial impact of the emer- 
gency. These personnel will not be required until the reserve 
hospital units are called to active duty and the administrative 
and housekeeping personnel are organized and trained. 

The modified affiliation program interferes in no way with 
the traditional establishing of reserve hospital units by those 
institutions desiring to do so. In fact, a school or hosptial 
may have both types of participation in the Army’s plans for 
medical national defense. Members of school faculties or 
hospital staffs who wish to continue in reserve activities at 
those institutions where only the modified affiliation program 
exists may associate themselves with a local reserve troop 
program unit or join the medical section in the reserve school. 
The modified affiliation units will be members of the Army 
of the United States. The Adjutant General of the Army has 
reserved the numbers utilized by the sponsored units in previ- 
ous conflicts for reissue as appropriate. 

“Experience in World Wars I and II and the Korean con- 
flict has shown that professional specialists need only short 
periods of military instruction before engaging in their primary 
Army duties,” the Surgeon General said in explanation of the 
modified affiliation program. 

Although the program followed in those wars and in Korea 
was generally satisfactory, budgetary restrictions, mounting 
overhead costs, lack of space, shortages of personnel in cer- 
tain categories, and increased civic responsibilities imposed on 
both hospitals and staff members were among the major 
factors that brought about the new plan. At the time the 
Army activates the headquarters and administrative comple- 
ment of the modified affiliation unit for training in military 
procedures, the institution would be requested to supply only 
a chief nurse and one other nurse, two Medical Corps cap- 
tains and one Dental Corps captain, and one dietitian first 
lieutenant. Several months later the institution would be asked 
to select members of its professional staff and have them 
prepare applications for commissions in the Army of the 
United States. The appropriate Army commander would 
process the appointments, publish necessary orders, and 
arrange for required military indoctrination so timed as to 
allow these officers to join the unit by the target date. 

The colleges or hospitals in this “gentlemen’s agreement” 
will not be required to provide a formal organization, appoint 
officers, nor agree to conduct training programs in order to 
be accepted in the plan. The modified affiliation plan, how- 
ever, does not permit an officer to use it as a basis for mili- 
tary deferment if he should be called separately for active 
duty prior to the activation of the sponsored unit. 





Three-Year Residency in Anesthesiology.—The Army Medi- 
cal Service residency program in anesthesiology will be in- 
creased in term to three years beginning July 1 to give candi- 
dates additional training; it has been announced by Major 
Gen. George E. Armstrong, Surgeon General. 

The new plan provides for the two years of clinical training 
required for American Board of Anesthesiology certification 
and an additional year of research and development training 
coordinated with the basic sciences in anesthesiology. 


Selected Medical Corps officers will spend their first yea, 
of the three-year residency at Walter Reed Army Medica) 
Center, Washington, D. C. The second year will be presented 
at the Army Medical Service Graduate School, Walter Ree, 
Army Medical Center, and will be devoted to research anq 
development. The last year of residency will be spent at one 
of four Army hospitals, and the candidates will have a sum. 
mation of training with clinical and teaching experience, The 
four hospitals to be utilized in the program are Brooke Army 
Hospital, Fort Sam Houston, Texas; Fitzsimons Army Ho. 
pital, Denver; Letterman Army Hospital, San Francisco; ang 
Walter Reed Army Hospital, Washington, D. C. 


NAVY 


Surgeon General Returns from Far East.—The Surgeon Gep. 
eral, Rear Adm. Lamont Pugh, has completed a 20-day jp. 
formal visit to Navy Medical Department activities in the 
Pacific Northwest, Aleutians, Korea, Japan, Guam, Kwaja. 
lein, Midway, and Hawaii, and has returned to Washington. 
The purpose of this trip was to meet with Medical Depart. 
ment personnel in the field, to hear and to discuss their prob. 
lems, to explain current Medical Department policy, and to 
obtain from the actual operating forces, information on which 
to base future policy. The Surgeon General addressed Medi. 
cal Department personnel at the Naval Hospital, Yokosuka, 
Japan, those assigned to the Third Marine Division in Japan, 
the staff of the hospital ship Repose, and those assigned to 
the First Marine Division in Korea. 





VETERANS ADMINISTRATION 


Vacancies at Various Hospitals—Various Veterans Admin- 
istration hospitals throughout the country urgently need social 
workers, dietitians, biochemists, x-ray and medical technicians, 
and therapists of all types. Applicants are requested to con- 
tact the personnel office at any VA hospital, regional office, 
center, or domiciliary for information or to write directly to 
the Veterans Administration, Washington, D. C. 

Annual beginning salaries and salary ranges for these posi- 
tions are: therapists (educational, corrective, manual arts, 
physical, and occupational), $3,410 to $5,060; x-ray tech- 
nicians, $3,175 to $3,795; medical technicians, $3,175 to 
$4,205; social workers, $4,205 to $5,940; dietitians, $3,410 to 
$5,940; and biochemists, $4,205 to $7,040. Most of these posi- 
tions require college training, and social workers need grad- 
uate training. For the higher paying positions appropriate work 
experience is needed. X-ray and medical technician applicants 
may qualify on experience alone. 


Annual Institute in Psychiatry and Neurology.—Under the 
sponsorship of the Veterans Administration Hospital, Lyons, 
N. J., the New Jersey Neuropsychiatric Association, and the 
New Jersey District Branch of the American Psychiatric Asso- 
ciation, the annual institute in psychiatry and neurology will 
be held at the hospital, April 21. Drs. Daniel Blain, Washing- 
ton, D. C., Stephen P. Jewett, New York, and Harvey T. 
Tompkins, Washington, D. C., will serve as moderators for the 
following programs: “Emotional Deprivation in Infancy and 
Its Implications in Child Psychiatry,” Lauretta Bender, New 
York; “The Administrator’s Place in Psychiatry,” Arthur P. 
Noyes, Norristown, Pa.; “Sexual Psychopathology and Crime,” 
Benjamin Karpman, Washington, D. C.; and “The Origin of 
Human Movement,” Temple S. Fay, Philadelphia. Dinner, at 
7 p. m., will be followed by a presentation entitled “Failures in 
Psychotherapy,” by Dr. Leo H. Bartemeier, Detroit. Military 
personnel and fulktime VA personnel will be exempt from the 
registration fee of $1, which will include a copy of the pro- 
ceedings of the institute. Additional information may be ob- 
tained from Dr. Crawford N. Baganz, manager of the hospital. 








BRA 


Intrat 
sented 
patier 
Hosp! 
Thes¢ 
tients 
The 
conce 
than 
distri 
could 
patie! 
react 
conce 
sider 
tem | 
the | 
fluid: 
on b 
patie 
32. / 
jishnr 
and 
patie 
glyce 
there 
of i1 
synd 
synd 
a se 
ran 
were 
wors 
exac 
was 
diag 


Inte 
the 
Virg 
Mat 
that 
alwi 
nur: 
disc 
pre 
Of 
and 
col 
age 
wei 
autl 
inte 
obs 
Hig 
La 
rev 
feti 
Bai 
cas 
wit 
anc 
cia 
Th 
0.0 
pri 





The 








t year 
ledical 
Sented 

Reed 
h and 
at One 
| Sum- 
>. The 
Army 

Hos. 
; and 


Gen- 
ty in- 
n the 
‘Waja- 
igton. 
epart- 
prob- 
nd to 
which 
Medi- 
suka, 
apan, 
>d to 


imin- 
Ocial 
“ians, 

con- 
ffice, 
ly to 


posi- 
arts, 
tech- 
y to 
0 to 
DOsi- 
rad- 
work 
‘ants 


the 
‘ons, 
the 
\SSO- 
will 
ing- 
iy # 
the 
and 


5 in 
ary 
the 
r0- 
ob- 
tal. 











BRAZIL 


Intracranial Cysticercosis—Dr. Antonio _Franga Netto pre- 
sented to the Associagao Paulista de Medicina a report on 47 
patients with intracranial cysticercosis treated in the Sao Paulo 
Hospital das Clinicas from Jan. 1, 1946, to Dec. 31, 1952. 
These patients were observed among 1,636 neurological pa- 
tients of all kinds and represent 2.85% of the larger group. 
The age distribution by 10-year groups showed a maximum 
concentration in the first decade of life (no patient was less 
than 2 years old). The rest of the patients were fairly evenly 
distributed between the ages of 10 and 70 years. The diagnosis 
could not be proved in two cases. In 5 of the remaining 45 
patients the diagnosis was based on a positive Weinberg’s 
reaction in the blood and on the presence of eosinophilia, with 
concomitant intestinal teniasis in one, and was therefore con- 
jdered incomplete. The diagnosis was confirmed by postmor- 
em examination in five cases, and by operation in one. In 26 
the diagnosis was based on alterations in the cerebrospinal 
fuid; in 2 on the finding of intracranial calcifications; and in 6 
on both. Although changes in the spinal fluid occurred in 37 
patients, they were sufficient to establish the diagnosis in only 
32, Alterations in the spinal fluid sufficient to permit the estab- 
jshment of the diagnosis were a positive Weinberg’s reaction 
and the presence of eosinophils. The latter were present in 21 
patients and a positive Weinberg’s reaction in 32. In 11 hypo- 
gycorrhachia was observed. In relation to the clinical findings 
there were 25 cases of intracranial hypertensive syndrome; 12, 
of intracranial focal neurological syndrome; 7, of convulsive 
yndrome (of which 4 were focal); 2, of radiculomedullary 
yndrome; and 1, of a mixed form (medullary, but having 
a secondary intracranial hypertensive syndrome). The disease 
ran a favorable course, with imiprovement in 24 patients; 9 
were discharged unimproved. The condition of one became 
worse in the hospital. In three it was impossible to know the 
exact condition at the time of discharge, and in eight the course 
was unfavorable, ending in death. In four of the fatal cases the 
diagnosis was established during life and in four at autopsy. 




















Intestinal Perforation in Premature Infants——At a meeting of 
the Associagao Paulista de Medicina Drs. Pedro Refinetti and 
Virgilio Carvalho Pinto of the Sao Paulo Filomena Matarazzo 
Maternity Hospital reported 9 premature infants who died in 
that hospital within 53 days. During that period there was 
always at least one sick premature infant in the hospital 
nursery. The disease usually began with a slight gastrointestinal 
disorder. In five of the infants the subsequent symptoms were 
predominantly abdominal and in four predominantly pulmonary. 
Of the five with abdominal symptoms, three were operated on 
and showed perforations in the jejunum, ileum, and ascending 
colon respectively. The authors believe that a single causative 
agent was probably responsible in the five cases. All infants 
weighing more than 2 kg. were almost free of any disease. The 
authors concluded that a combination of the increased intra- 
intestinal pressure and the presence of the ulcerations frequently 
observed in premature infants caused the perforations, 


High Direct Cephalic Presentation of the Fetus—Drs. Oswaldo 
Lacreta and Bernardo Blay (Rev. gynec. e obst. 47:553, 1953) 
reviewed 15 cases of high direct cephalic presentation of the 
fetus in women attended from 1949 to 1952 at the Leonor de 
Barros Maternity Hospital of the city of Sao Paulo. In some 
cases, the fetal head enters the superior strait of the pelvis 
with the sagittal suture oriented in the anteroposterior diameter 
and remains in this position. This presentation presents a spe- 
cial problem about which little appears to have been written. 
Their 15 cases were observed in 25,514 deliveries (a rate of 
0.058%). Eight of the women were multiparas and seven 
Primiparas. Nine fetuses were of more than ‘average weight 
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(one weighed 5.06 kg. and one 4.26 kg.). According to German 
authors, the early rupture of the membranes is a causative 
factor in high direct cephalic presentation. In the present series 
premature rupture was observed in six. 


DENMARK 


Control of the Drugs of Addiction.—The Danish Minister for 
Internal Affairs appointed a committee in November, 1950, 
to inquire into the medical and administrative problems raised 
by morphine and other euphoria-producing drugs. The findings 
of this committee are published in Ugeskrift for Laeger for 
Nov. 5 and 12, 1953. The committee finds that,-in spite of 
measures taken against these drugs in recent years, there has 
been no reduction in their consumption. Recent investigations 
have demonstrated the futility of attempting to cure addicts 
in an advanced stage of addiction. It has hitherto been very 
difficult to catch addicts among physicians at a time when 
their addiction is still curable. The part played by the theft 
or smuggling of drugs of addiction is comparatively small. 
The most important factor is the medical prescription—genuine 
or forged. Although the forging of prescriptions may be on 
the increase, genuine prescriptions still play a very important 
part and reflect conditions amenable to reform. Physicians 
should be encouraged to cooperate with pharmacists and to 
study their reports to the public health authorities. Voluntary 
cooperation among physicians should enable them to deal 
with the addict who goes from one physician to another and 
obtains small quantities of drugs from each. The supply of 
heroin could be completely cut off without any new legislative 
measure by the simple device of refusing to issue any import 
license for it. The amphetamines are more dangerous because 
their sale has not hitherto been restricted by law. It may not 
be advisable to forbid the use of amphetamine solutions in 
hospitals, but physicians should not prescribe them in their 
office practice. In England, Switzerland, Sweden, and Norway 
physicians abusing their right to prescribe drugs may have 
this right withdrawn in respect of drugs of addiction. At present 
there is no such check on physicians in Denmark, but the 
committee would like to see it adopted. Physicians should be 
urged to be just as careful in prescribing drugs of addiction 
for themselves as for their patients, and when the public health 
authorities have evidence of dangerous prescribing in a given 
case, the physician in question should be made to keep a 
special record of his prescription of such drugs, with the 
names and addresses of his patients and why they were thus 
treated. 





Artificial Insemination.—Since 1948 Denmark, Finland, Nor- 
way, and Sweden have been considering the problem of legal 
regulation of artificial insemination. Although minor national 
differences of legal or social importance have prevented the 
tentative drafting of uniform laws suitable for Scandinavia 
as a whole, all the special committees from these countries have 
agreed in not recommending laws directed against artificial 
insemination in principle. They have also agreed on the need 
for laws providing for the legal status of the offspring of 
insemination when the mother’s husband has consented to this 
action. The composition of each national committee has also 
been much the same in the different countries, with the legal 
and medical professions well represented on each. In Denmark 
the committee includes two physicians and three lawyers, and 
two of the latter are women. 

The report of the Danish committee has been given a mixed 
reception. Speaking at a meeting of the Danish Medical Asso- 
ciation in September, 1953, Dr. Mogens Fenger expressed great 
concern over the responsibility put on the medical profession 
for the proposed practice of artificial insemination. He noted 
that only the Danish committee has proposed laws governing 
the insemination of unmarried women. It would seem that the 
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physician alone will have to decide whether an unmarried 
woman is qualified to educate and maintain her child. How, 
Dr. Fenger asked, could a gynecologist, after consultation with 
the unmarried woman’s regular doctor, give useful advice 
without the assistance of a psychiatrist? It is also proposed 
that the choice of a suitable donor should devolve on the 
mother’s doctor. How, as he looks about him, can a doctor 
be sure that his choice of donor is wise and based on a truly 
intimate knowledge of his qualifications for this function? Dr. 
Fenger commented on the provision that it is incumbent on a 
physician to put a reasonable limit on the number of insemina- 
tions to be required of one and the same donor who should, 
presumably, not be the physician himself. Dr. Fenger also 
remarked that the committee had omitted to provide for the 
unmarried man who wants a child produced by insemination. 


ITALY 


Hematology Convention.—The 11th national convention of the 
Italian Society of Hematology was held at the medical clinic 
of the University of Rome, May 10 and 11, 1953. Professor 
Di Guglielmo, Rome, was the chairman. Professor Heilmeyer 
discussed the treatment of leukemia with tetraethylammonium 
(TEM). He recalled briefly the chemical and pharmacological 
characteristics of the new preparation and reported on his ex- 
perimental and clinical studies. The drug did not have any par- 
ticular action on the red blood cells of rats that were intoxi- 
cated by it, but it did influence in proportion to the doses 
administered, the leukocytes and especially the neutrophils and 
the platelets. With massive doses, the number of neutrophils 
decreased markedly and the platelets often disappeared. The 
marrow revealed hypoplasia and the spleen reduction of the 
lymph follicles and a lively movement of the reticulohistio- 
cytary cells. The inhibiting action of tetraethylammonium on 
the leukocytes and platelets seems to be easily reversible. 

The administration of the drug to persons with leukemia is 
followed by a pronounced decrease in the number of leuko- 
cytes and platelets. The drop in the number of leukocytes may 
often continue for some time, especially if maintenance doses 
are given. The decrease in the number of platelets may cause 
hemorrhage and necessitate interruption of the therapy and the 
institution of symptomatic treatment. A second course of tetra- 
ethylammonium is usually as effective as the first. Some patients 
tolerated it better than irradiation therapy and urethane; many 
preferred it; and only a few were not satisfied with it. Professor 
Heilmeyer is in favor of using tetraethylammonium in leukemia 
on a wide scale provided proper precautions are taken. 

Professor Fonio reported on clot retraction and discussec the 
results of the experiments he and his associates made to study 
the importance of platelets in this phenomenon. He discussed 
the various aspects of the physiopathology of the platelets and 
demonstrated that they are greatly increased in persons who 
live at high altitudes. He also showed that an altered function 
of the platelets may produce a hemophilia-like syndrome that 
often remains undiagnosed. He recalled how easily the clot 
retracts at high temperatures and suggested that the use of 
great heat in the treatment of hemorrhage in persons with 
hemophilia will produce a lasting hemostasis. 

Professor Juergens of Basel reviewed the present position of 
bishydroxycoumarin (Dicumarol) products in anticoagulant ther- 
apy and said that vitamin K, is an antidote to the hemorrhagic 
phenomena resulting from treatment with bishydroxycoumarin. 
His research work dealt mainly with Marcoumar and Konakion. 
Marcoumar is 3-(1'-phenyl-propyl)4-hydroxycoumarin. It low- 
ered the concentration of the 7th factor and the prothrombin 
in experimental animals, but the Sth factor was not changed. 
This effect is obtained by administering less (or slightly more) 
than 1 mg. of Marcoumar per kilogram of body weight, de- 
pending on the species of animal tested, and may persist for 
more than 10 days. The toxic action of the substance depends 
on the intensity of its action on the coagulation. 

Konakion (synthetic vitamin K,) was active not only on hypo- 
prothrombinemia caused by bishydroxycoumarin, Marcoumar, 
or other similar substances but also on severe hypoprothrombin- 
emia secondary to removal of the liver. The fact that vitamin 
K, in doses of 50 mg. per kilogram of body weight can induce 
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regeneration of the coagulation factors, the prothr; mbin. nj 
the 7th factor, even when the liver has been removed. has bots 
theoretical and practical importance. These factors \, 
in the blood of animals from which the liver had been ,, 
moved 6 to 10 hours after the administration of Konakj. 
Professor Juergens concluded that Marcoumar may be of oe 
clinical value and that all the accidents that it may cause . 
rapidly controlled with vitamin Ky. : / _ 

Professor Villa, with the collaboration of Drs. Polli ang 
Bussi, studied the normal and abnormal structure o/ nuclei of 
the blood cells at rest and during growth and division, They 
showed that the nucleus of the erythrocytes in vertebrates H 
included in the group that biologists define as “nucleys with 
clumps and filaments.” The nuclear characteristics observed 
during the evolution of erythroblasts consist of the early emer. 
gence of masses that give a positive Feulgen reaction jp the 
nucleus at rest. The mitotic chromosomes of the erythroblasi 
give a highly positive Feulgen reaction. In pathological States 
the megaloblasts in the initial phase of maturation Present 
chromosomes that are long and thin and give a slightly posi 
tive Feulgen reaction; in the polychromatophil phase they are 
contracted and give a highly positive Feulgen reaction, The 
speakers found no significant differences in the amounts of 
nucleic acid in normal and abnormal leukocytes, or betwee) 
the amino acids present in the nuclei, the isolated chromo. 
somes, and the nuclear histone of normal and leukemic cel\ 

Studies on the lipid fractions of the entire leukocytes and of 
normal and abnormal nuclei of leukocytes of human beings 
and horses revealed no marked differences between the normal 
leukocytes of the two species, but marked differences ty. 
tween normal and abnormal cells in men. This difference \ 
noted especially in the nuclei. The speakers studied the stry. 
ture of the nuclei of living cells, chiefly blood cells, and found 
an excess of compact chromatin in the leukemic elements by 
means of microstratiphotographic investigations that aimed x 
defining the spatial distribution of compact chromatin in the 
nucleus of normal and leukemic lymphocytes. Studies of the 
cytochemical aspects of the structure of the blood cells ind- 
cated the importance and difficulty of the study of cytoenzyme, 
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NORWAY 


Misguided Public Authorities and the Insane.—At a recen! 
public meeting, Dr. Karl Evang, who heads the Public Health 
Service in Norway, spoke more in sorrow than in anger (but 
with plenty of both) about the attitude of central and local 
public authorities who compete with each other in claiming 
lack of funds and disclaiming the ability to meet the calls of 
the Public Health Service regarding beds for patients with 
chronic mental diseases. In 1948, Dr. Evang budgeted for an 
annual expenditure by the central government of 50 million 
kroner in the coming five year period for the establishment of 
various types of hospitals. In 1950 the actual sum spent was 
18,800,000; in 1951 it was 22,800,000; and in 1952 it was 
37,900,000. It was not till 1953 that the sums spent approached 
the sums for which he had budgeted. He admits that the need 
for more housing by the general public has been the worst 
obstacle to the building of medical institutions. 

At present the asylums in Norway can accommodate only 
half the total number (about 16,500) of insane persons needing 
some form of treatment. Some of them are boarded out in 
private homes (farms), and though this system is not without 
merits, it would be well, in Dr. Evang’s opinion, to reduce 
the number of such private boarders by about half. To do 
sO, more asylum accommodation must be provided. More 
important than the lack of funds for this purpose during the 
postwar period has been the shortage of material and labor 
Dr. Evang enlivened this rather somber picture by an accounl 
of the campaign against the venereal diseases which in the 
course of the last five years has effected a reduction o! 
expenses to less than one quarter of what they were earlier. 
The number of patients with gonorrhea is at present onl) 
one-third of the lowest figure for the prewar period, and the 
number of those with syphilis is three-quarters of the average 
prewar figures, giving an all-time low of about 300 new cases 
of syphilis for all Norway in 1952. 
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© Of great 
Cause are uf CORONER SYSTEM 
Jo the Editor:—Dr. Turkel’s article “Merits of the Present 


ae 
Polli ang r’s System” was excellent (THE JOURNAL, Nov. 21, 


orone 


Nuclej of 1953). Although I have never held public office, I have been 

On. They associated with the coroner’s office of Detroit for 41 years. In 

brates jg the same issue, an editorial, which states the real problem 

leus with very clearly, ends with the unfortunate sentence, “Although 

_— pr, Turkel has not submitted convincing evidence that it is 
emer. 


etter to keep the office in the county politics than to put it 
ynder the merit system, he has shown that it is possible to do 
good work under great handicaps.” This reexpresses an almost 


MN in the 
hroblasts 


“al states yniversal misconception of the truth. In Wayne County, Michi- 

present an, the county auditors have always usurped the right to 

tly posi. me ical iners, b he auditors hold th 

dead appoint the medical examiners, because the auditors hold the 
re 


purse strings. The coroners have never been allowed to exercise 
hat prerogative that the state law expressly gives them. The 
county auditors have never, in the past 41 years, appointed a 
properly trained medical examiner to serve Wayne County. 
The appointments have always been made on the basis of poten- 


ion. The 
OUNtS of 
between 
Chromo. 


7 vy tial political patronage. 
be : The act recently passed by the Michigan legislature, if imple- 
| cal mented by a vote of the people, will abolish the office of 


coroner and confirm the power of the auditors to make the ap- 


Ices be. . ‘ 
: pointment of medical examiners part of the county patronage. 


saul The office will then become a branch of the prosecuting at- 
d found torney’s machine. The other alternative under this law is that 
ents by the state police will have jurisdiction. The value of the coroner 
imed at under Anglo-Saxon law has always been that his office is inde- 
in the pendent of any prosecuting or police agency. He is not de- 
of the pendent for his job on a prosecutor who is out to make a 
ls indi record of a high percentage of convictions, nor is he under the 
nzymes, police who get “merit” counts for preparing successful cases 


against suspects. If you think that pressure from prosecutors 
and police to influence the findings of medical examiners is 
theoretical, let me assure you that 41 years’ experience in these 
matters is quite to the contrary. A medical examiner should 
recent be protected in his right to determine the cause of death. His 
Health duty ends there. He is not a prosecutor, and he is not a police- 


er (bu Ml man. He should not be under obligation to or pressure from 
d local either. 

aiming The self-serving interests that are trying to take the matter 
ralls of ‘out of politics” are really concerned with abolishing the coro- 


swith ner’s independent position and strengthening the local political 
for an machine. Like all such propaganda the objectives as publicized 
million sem very pious to the uninitiated. Whether you call him a 


rent of coroner or medical examiner makes little difference. The impor- 
nt was tant objective is that he should have the powers that Anglo- 
it was Saxon law has given him almost since the Magna Charta and 
yached that he should be his own man, free from the pressure of 
e need prosecutors or homicide squads. All physicians know what sort 
worst of a system should be established. The voters want a good sys- 


tem, but machine politicians have sold them something quite 
> only different. The medical examiners or coroners, whichever name 
eeding is selected, should be appointed on the basis of clear-cut quali- 
out in fications laid down in a properly worded statute. They should 
ithout be appointed for a relatively long term so that the matter is 
reduce taken out of changeable political climates, and they should be 
To do chosen by the circuit judges not by prosecutors or policemen 
More and not as part of a party ticket at county elections. 


. PLINN F. Morse, M.D. 
count Director, Department of Laboratories and Research, 
n the Harper Hospital 
' Detroit 1. 
yn of 
arliet. Hl To the Editor:—The article by Dr. Turkel (J. A. M. A. 153: 
only 1086 [Nov. 21] 1953) and the editorial in the same issue on 


d the the coroner system and the medical examiner are timely but 
crag hot complete. In Los Angeles County we have a coroner and 
cases the system has been very successful, even more so than the 
figures given in Dr. Turkel’s article would indicate. This is 








CORRESPONDENCE 


because competent full-time autopsy surgeons and a competent 
toxicologist are attached to the office. They are all Civil Service 
appointees. The office has the full cooperation of the sheriff's 
Office, police departments of the many cities in this county, the 
district attorney’s office, the morticians, and the medical pro- 
fession. Furthermore, this office has a better set of state laws 
to work with than those in most other states. 

There has been much discussion about the merits of the two 
systems, but to be successful either system must have adequate 
state laws. The law must give the officials enough authority to 
proceed in a case. In some states, they have to ask permission 
for an autopsy, and often, when an autopsy is most needed, the 
relatives refuse. The law must require that a properly trained 
pathologist and toxicologist be employed. In counties too small 
to justify such an expenditure, the state should make such serv- 
ices available or one unit could be employed jointly by two or 
more counties. No matter what his title is or whether he is 
appointed or elected, success or failure depends on the quality 
of the person holding the position. If he is efficient and sup- 
ported by adequate laws, then and only then can a coroner do 
good work. 

J. W. Rosinson, M.D. 
2686 Locksley PI. 
Los Angeles 39. 


To the Editor:—In reading your editorial comment (J. A. M. A. 
153:1100 [Nov. 21] 1953) concerning the article by Dr. Turkel 
in the same issue, I wish to call attention to the fact that both 
the coroner of Los Angeles and the coroner of San Francisco 
are appointed from Civil Service lists and that no coroner in 
the state of California runs for election on a party ticket. The 
concept of government in California is such that all public 
Officials below the state level are either Civil Service appointees 
or elected nonpartisan candidates. It is encouraging to see some 
evidence that the name-calling period may be over and that all 
parties interested in good government can join forces. 


V. L. WALLAGE 
Chief Deputy Coroner 
Hall of Justice 
Los Angeles 12. 


SOCIAL SECURITY FOR PHYSICIANS 


To the Editor:—A menacing specter is on the horizon with 
the extension of social security to include the medical pro- 
fession by the “benefactors” in Washington. As was pointed 
out before, physicians do not retire at the age of 65. The 
long, arduous, and expensive training of a physician does not 
make it economically practicable for him to retire at such an 
early age. Why should a physician past 65 begin to contribute 
to a pension scheme, if he has no intention of ever retiring? 
The minimum of $400 a year is ridiculous, for if anyone 
makes this amount, or even double, only a politician can figure 
out how he can make both ends meet and pay 2.5% to the 
government on it. An intern or resident is lucky if he makes 
that much, and it is stark irony to subject him to such a tax. 


An unskilled Mexican laborer told me that he makes $17 
a day. According to recent report in Medical Economics, 
some physicians on Park Ave. in New York City do not make 
that much, and I am sure that there are quite a few others 
throughout the country who put service before remuneration 
and do not earn that much. The idealism of service to 
humanity, traditional with medicine, does not enter the sphere 
of the labor unions, but in this case we are classed with 
them, much to our disadvantage. Even Bismarck with his 
pension plan, much decried in the past as socialistic, did not 
envision such radical extension of the scheme. 


Hans SCHROEDER, M.D. 
450 Sutter St., San Francisco 8. 
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COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 








ADDITIONAL HOSPITALS REGISTERED 


The following hospitals were registered by the Council on 
Medical Education and Hospitals of the American Medical 


Association at its meeting in 
U. S. Army Hospital, Ft. McClellan, 
Ala. 
U. S. Army Hospital, Flagstaff, Ariz. 
St. Joseph’s Hospital, Nogales, Ariz. 
U. S. Army Hospital, Barstow, Calif. 
U. S. Army Hosp:tal, Lompoc, Calif. 
Memorial Hospital, Modesto, Calif. 
Needles Municipal Hospital, Nee- 
dies, Calif. 
Porterville State Hospital, Porter- 
ville, Calif. 
Balboa Hospital, San Diego, Calif. 
U. S. Army Hospital, San Pedro, 
Calif. 
East Hartford Hospital, East Hart- 
ford, Conn. 
Miami Heart Institute, Miami Beach, 
Fla. 
Santa Rosa Hospital, Milton, Fla. 
Lily White Hosp:tal, Tampa, Fla. 
Dougias-Coffee County Hospital, 
Douglas, Ga. 
Dodge County Hospital, Eastman, 
Ga. 
Mary Lorton Nursing Home, Belle- 
ville, Il. 
Kenmore House, Chicago 
Veterans Administration Research 
Hospital, Chicago 
Gibson Community Hospital, Gib- 
son City, Ill. 
Richland Memorial Hospital, Olney, 
Ill. 
Allen’s Baptist Sanitarium, Robin- 
son, Ill. 
Grundy County Memorial Hospital, 
Grundy Center, lowa 
Ellinwood District Hospital, Ellin- 
wood, Kan. 
Kiowa District Hospital-Clinic, 
Kiowa, Kan. 
Phillips County Community Hospi- 
tal, Phillipsburg, Kan. 
Lutheran Hosp.tal, Scott City, Kan. 
Donaldsonville General Hospital, 
Donaldsonville, La. 
Montebello State Hospital, Balti- 
more 
Clinical Center, National Institutes 
of Health, Bethesda, Md. 
Veterans Administration Hospital, 
Boston 
Veterans Administration Hospital, 
Brockton, Mass. 
Veterans Administration Hospital, 
Ann Arbor, Mich. 
St. Luke’s Infirmary, Duluth, Minn, 
Franklin County Memorial Hospi- 
tal, Meadville, Miss. 
U. S. Army Hospital, Camp Crow- 
der, Mo. 
Roberts-Worley Clinic-Hospital, 
Sweet Springs, Mo. 
Gunn Clinic-Hospital, Versailles, 
Mo. 
Glacier County Memorial Hospital, 
Cut Bank, Mont. 
Granite County Memorial Hospital, 
Philipsburg, Mont. 
Schuyler Memorial Hospital, Schuy- 
ler, Nebr. 
U. S. Army Hospital, Albuquerque, 
N. Mex. 
Fort Stanton Medical Center, Fort 
Stanton, N. Mex. 


Chicago, Feb. 5, 1954: 


Madison Park Hospital of Adelphi 
College, Brooklyn 

Yancey Hospital, Burnsville, N. C. 

Gravely Sanatorium, Chapel Hill, 
mx © 

Spastics Hospital, Charlotte, N. C. 

Un‘on Memorial Hospital, Monroe, 
N. C. 

Veterans Administration Hospital, 
Salisbury, N. C. 

St. Gerard’s Community Hospital, 
Hankinson, N. Dak. 

Community Hospital, Rolette, 
N. Dak. 

St. Charles Hospital, Toledo, Ohio 

Santiam Memorial Hospital, Stay- 
ton, Ore. 

Colver Hospital, Colver, Pa. 

Belvedere General Hospital, Pitts- 
burgh 

Willow Grove Hospital, Willow 
Grove, Pa. 

West River Crippled Children’s 
Hospital, Hot Springs, S. Dak. 
Crippled Ch‘ldren’s Hospital and 

School, S:oux Falls, S. Dak. 
Bellville Hospital, Bellville, Texas 

New Braunfels Hospital, New 

Braunfels, Texas 
Southmore Hospital and Clinic, 

Pasadena, Texas 
U. S. Army Hospital, Texarkana, 

Texas 
Shipman Clinic-Hospital, Vernon, 

Texas 
U. S. Army Hospital (Proving 

Ground), Tooele, Utah 
U. S. Army Hospital (Ordnance 

Depot), Tooele, Utah 
U. S. Army Hospital, Camp Han- 

ford, Wash. 
Valley Convalescent Hosp:tal, 

Charleston, W. Va. 

St. Joseph’s Memorial Hospital, 

Hillsboro, Wis. 

Johnson County Memorial Hospital, 

Buffalo, Wyo. 

Campbell County Memorial Hospi- 
tal, Gillette, Wyo. 
Adjuntas Health Center, Adjuntas, 

P.R 
Anasco Health Center, Anasco, 

P.R. 

Corozal Health Center, Corozal, 

P.R. 

Dorado Health Center, Dorado, 

P.R. 

Las Marias Health Center, Las 

Marias, P. R. 

Las Piedras Health Center, Las 

Piedras, P. R. 

Naranjito Health Center, Naranjito, 
P. R. 

Orocovis Health Center, Orocovis, 
P.R. 

Rincon Health Center, Rincon, 
PR, 

R‘o Grande Health Center. Rio 
Grande, P. R. 

San German Health Center, San 
German, P.R. 

Trujille Alto Health Center, Tru- 
jille Alto, P. R. 

Vega Baja Health Center, Vega 
Baja, P. R. 


J.A.M.A., Feb. 27, 1954 
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BUSINESS PRACTICE 





This is the second in a series by these authors on yarig, 
phases of business practice. In this article the authors Suggest 
physicians collect their own fees.—ED. 


COLLECTION OF FEES 


Chester Porterfield 
and 


Geoffrey Marks, Seattle 


More words have been written about collection procedurg 
than any other single aspect of medical practice administration, 
More schemes have been devised to “bring in the money” thay 
any physician could possibly apply. More misunderstandings of 
the true nature of the collection problem have been fosterej 
by their operation and more disappointments incurred by thei; 
failure than we could possibly enumerate. Customarily th: 
blame for failure is placed by the frustrated physician on hj 
secretary, in getting out statements; on the collection follow-up 
system, for not producing automatic results; on the collection 
agency, for its inability to track down and collect from yp. 
willing patients; and most frequently, on the ungrateful ani 
dishonest patients themselves. 


IS THE SECRETARY TO BLAME? 

When a doctor blames his secretary for not quoting the fee 
or making payment arrangements, he forgets that he has so 
often told the patient who asks about these things, “Don' 
bother about that now; we just want to make you well,” or. 
“Don’t worry about the bill; my charges are reasonable.” Fo; 
this reason, when the patient has ignored several statements, 
and the secretary suggests that “we would like you to pay some. 
thing on your account,” the patient replies that “the doctor 
said I didn’t have to worry about it.” Or, in instances of major 
surgery of which we have known, the “reasonable” charge th 
physician brushed away in advance turns out.to be the equiva- 
lent of three or four months’ wages for the patient's family! 
Local medical society grievance committees are more than 
slightly familiar with such situations. When the secretary or 
bookkeeper is receiving blame for laxity in getting out state. 
ments, we often find that the physician has the annoying and 
disrupting habit of deferring charges beyond any reasonable 
bounds. He may see a patient from three to six times during 
the month in the course of extensive diagnostic work and con- 
tinue to postpone the assignment of charges for one or another 
reason. When he is finally cornered into setting his fees for all 
the various services performed, his office then bills them, some- 
times two or more months after the services were performed, 
and he cannot understand why the patient exhibits a similar 
degree of neglect in meeting the bill. 


IS THE SYSTEM TO BLAME? 

When one or another method of collection program is at- 
tempted, the physician’s most frequent error is to choose a 
system that is commercial in its approach and tone and im- 
personal in its application. Having bought the stickers to paste 
on statements or the series of “canned” printed form letters to 
be sent out, he will either expect them to operate automatically, 
which they will not, or will engage in a flurry of collection 
action for a month or two, then forget about the system en- 
tirely until the next time he finds his receipts have dropped off 
We will have more to say hereafter about the various types of 
collection approach but for the moment will merely point out 
that whatever their merits, none of them can operate effectively 
unless they are applied regularly and intelligently and without 
playing favorites. 

IS THE COLLECTION AGENCY TO BLAME? 

When accounts are turned over for collection, we hear the 
agency abused, often in the same breath, for being too tough 
and for not getting the money. When the physician suddenly 





Partners, Porterfield-Marks, Management Counsel, Affiliates of Black 
& Skaggs Associates, Inc. 
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ecides to “clean house” and turns in a long list of accounts 
there will often be many who have received not more than 
three or four statements and no warning from the office that 
the bill was considered delinquent. Hence the first contact by 
the collector can Come as a severe shock, no matter how gently 
it is phrased, and the patient may storm into the physician's 
office bursting with righteous indignation. Cornered, unwilling, 
and seemingly unable to admit the impulsiveness that prompted 
,im arbitrarily to turn the account over, physicians have even 
said, “The agency had no business to threaten you this way. 
They came into my office and took your account without my 
knowing it,” or something to similar effect. Such a physician 
does not back up the collection medium that he has selected 
and authorized, and his shifting of the blame, rather. than im- 
proving the situation, merely results in the patient concluding 
that his office must be an extremely poorly administered one. 
On the other hand, he frequently threatens collector action 
and does not follow through with it. The patient then concludes 
that his bark lacks bite and promptly relaxes again. When, after 
months have elapsed, he carries out his threat, without further 
warning, the patient is rudely jolted, feels cheated, and becomes 
just as indignant. Perhaps by the time action is taken, it is 
found that the name or address or both are incorrect or in- 
adequate; when the patient has moved without leaving a for- 
warding address, the doctor’s records usually are lacking the 
business address, the referrer’s full name and correct address, 
or any other subsidiary data and clues that might aid in locat- 
ing him. Small wonder that, even with the credit association 
and other tracing facilities at the collection agency’s command, 
so high a percentage of accounts must be reported as untrace- 
able. Yet the physician will blame the collector for his inability 
to make up for the carelessness and slipshod recording of data, 
which began with the doctor himself. 


IS THE PATIENT TO BLAME? 


Finally, the doctor blames the ungrateful patient. So far we 
have been discussing the physician’s administrative shortcom- 
ings; now we must consider a much more critical phase of his 
relations with patients. In fact, to jump from the specific topic 
of this paper to the sweepingly general, we can do no less than 
0 state our strong belief that in his interpersonal relations 
with his patients lie the causes of the physician’s success or 
failure in every aspect of his practice. While breakdowns in 
these relationships may occur in various other areas, they are 
currently most prevalent in the economic sphere, to the extent 
that they have generated a rather vicious type of class warfare 
between members of the healing professions on the one hand 
and the general public on the other. This antagonism may well 
go far deeper than the economic level, at which it is most ap- 
parent in our civilization. In most cultures and societies that 
the social anthropologists have been able to study, the status 
of the “medicine man” is a special one within the group. 
Whether he doubles as priest, shaman, or diviner, he is set 
apart from the remainder of the people. He deals with mysteries 
forbidden all others and holds the power of life and death 
over them. He is therefore both feared and honored, trusted 
and hated. He lives by tribute levied upon all, and when he 
fails, he is violently cast out. In our complex civilization, it is 
difficult to recognize or state the physician-patient relationship 
in these basic terms that still apply in primitive- cultures, yet 
until fairly recent times it bore a strong resemblance to them. 
The apparent change arrived with the Industrial Revolution, 
which made financial return our primary measure of success 
and changed the physician’s status from that of a largely sub- 
sidized practitioner to that of an independent businessman or 
entrepreneur. He held to his traditional code of ethics, which 
requires that he give freely of his art and skill to all who 
need and seek his services; at the same time he was forced to 
accept new economic obligations, which demand that he re- 
ceive for those services a fee that will permit him to buy the 
goods and services he himself needs. . 

The physician thus finds himself in an anomalous position as 
he strives to fulfill his two conflicting goals. When he does 
Not recognize the contradiction, he permits it to control his 
actions and attitudes on the emotional level and thus to warp 
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and distort his relations with his patients. This can hardly fail 
to provide a focal point for the later resentment or antagonism 
that is latent in the attitude of patients toward his profession 
and that will be encouraged by every sign of the physician’s 
anxiety or uncertainty. While this conflict is probably inherent 
in our present culture, the physician who recognizes it can, to 
a large extent, redirect it so far as his own practice is con- 
cerned; in fact, he can use it to his own advantage. Our cul- 
ture demands that each person “sell” his services in order to 
live, but the physician does not go into the market place and 
offer his services; instead persons seek him out to obtain them, 
usually with little thought beyond the immediate urgency of 
their need. While they know there will be expense and are 
concerned about the cost, this concern at first merely con- 
tributes to their anxiety whether the physician of their choice 
can and will cure them. From the beginning then, the physician 
must direct his efforts to relieving the general anxiety and in 
the process convert its various aspects, including the financial, 
into a reasonable understanding. He can never entirely succeed 
in placing their relationship on a completely objective and 
logical basis; indeed he should not attempt to, since his best 
success will be measured by his ability to mobilize the emo- 
tional factors in his favor, thus overriding the negative impact 
of the economic exchange upon both the patient and himself. 


THE AVOIDANCE OF BLAME 

With the new patient, the effort should be made to guide the 
relationship through the following phases: 1. The physician ex- 
presses immediate interest in the complaint, its cause, and 
history, giving assurance that he will take action against it as 
quickly as possible, but reminding the patient that for safety’s 
sake he must learn the best methods to use for him as an 
individual. The emphasis on the best choice of action is essen- 
tial to gain attention and get away from the hope for a “magic 
cure,” while the stress on the person flatters the recipient that 
he is receiving attention from someone who considers him 
important and whom he should therefore like. 2. Advances in 
medical diagnosis and therapeutics then furnish examples 
further stressing the need for thoroughness and special atten- 
tion to each person’s problems, so that the patient will expect 
the physician to be equally thorough in treating him, will want 
him to perform whatever examination and tests are necessary, 
and will then freely divulge his previous medical history as 
an aid to that end. The patient’s faith in tests and drugs as 
such must be converted into faith in the physician’s judgment 
in interpreting and selecting them. His need for assurance that 
the physician is sympathetic is satisfied when he is encouraged 
to talk freely about his problems and himself. 3. The doctor 
can now outline the specific examination and diagnostic pro- 
gram for the patient with a good chance that it will be under- 
stood logically and accepted emotionally on a level of mutual 
trust rather than of fear. He can now and should tell the pa- 
tient what the examination will cost and how it may be paid, as 
a means of alleviating the financial concern over the immediate 
service, and as a token that he will tell the patient beforehand 
what his future charges will be. Having brought the relation- 
ship from a potentially dangerous level of anxiety to a fairly 
rational basis, the physician flatters the patient as a practical 
person by introducing the economic aspect that earlier would 
have been embarrassing to both of them; in doing so he attacks 
the basis of resentment against the profession that “doctors are 
too high-and-mighty to talk about money but watch them grab 
for it!” Having established a principle at his initial meeting 
with the patient, the doctor will find himself obligated, and 
therefore it will be easier for him, to present in advance of 
its performance the fee for therapy and to make arrangements 
for the meeting of it. 

While the above approach is directed primarily to the new 
patient who is seen not in intense pain, it can readily be ap- 
plied to former patients or to new emergency patients as the 
acute phase diminishes. It is based on the need to demon- 
strate to the patient that the physician’s first interest is in 
him as a person and on the recognition that their relationship 
begins as an emotional one. Reason and logic play but a small 
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part, unless a deliberate, well-planned, and sustained effort is 
made by the physician to guide both patient and himself from 
their first emotional reaction toward a reasoning understanding 
of the problem that they must solve together. While we can- 
not overlook the economic problem, we must recognize that 
no logical solution to it is possible while other aspects remain 
on the emotional level. Thus, when the physician accuses the 
nonpaying patient of ingratitude, he admits his failure in cre- 
ating a sound logic-based relationship with that patient and 
admits that he has not been able to rise above the reactive 
level. 


PLANNING THE COLLECTION PROGRAM 

Returning to the practical aspects of collecting in the 
Office, the first goal is to reduce the large backlog of outstand- 
ing accounts to the reasonable level of two to three months’ 
charges. Here is often found the specious reasoning that a large 
amount of outstanding accounts is a safety factor and helps 
assure continuing income should the physician have to close 
the office for any length of time. We have already dis- 
covered, from a previous study, to what small extent such long- 
overdue accounts can be counted on in emergency or even 
when an active collection program is initiated in the continuing 
practice. As a practical rule of thumb, accounts with over six 
months’ charges outstanding are only about 25% collectable, 
and those over a year old are essentially worthless. 

To be effective, any program must be realistic. When an 
account carrying a large balance is known to be beyond the 
ability of the patient to pay, even in small installments, the 
old balance should be written off entirely or at least reduced 
to whatever amount the patient is capable of meeting. Cancel- 
lations should not be the result of guesswork or as part of a 
“general amnesty” but must each be discussed with the patient 
if possible to establish what is most fair. Whatever action is 
then taken must be accompanied by a clear understanding that 
future services will not be permitted to go unpaid to a like 
extent, the physician undertaking to present his reasonable 
charges as they are incurred and the patient to. meet them at 
that time. 

The so-called friends or similarly privileged patients who, 
we are frequently told, “are sure pay, when they get around 
to it,” must be brought around to realize that their financial 
responsibilities are just as great as anyone’s else. If this is not 
done, the physician will too often find that the money he has, 
in effect, loaned his friends will not be paid back, and the debt 
may even turn the friends into enemies. 

The program must be moderate. We have seen that the sud- 
den threat or brusque summons, after a long period of in- 
activity, may produce a violent reaction when the patient has 
become accustomed to an easy-going attitude. Therefore, initial 
contacts, whether in person or by letter, must be mild and 
friendly. When regular statements have produced no response, 
dunning notes on further statements are ineffective and are 
received as a gratuitous insult. Stickers attached to statements 
are even worse, particularly would-be humorous ones (why 
an overdue doctor’s bill seems a subject for humor is something 
we have never been able to fathom). The “canned” printed 
credit reference type of form letter, with the patient’s name 
obviously filled in later, is equally objectionable; all these col- 
lection methods are blatantly mechanical, routine, and com- 
mercial in their approach. While they may have some success 
in collecting money, they further break down any remaining 
vestiges of personal contact and friendly relationship between 
the office and the patient. Personal discussion in adequate 
privacy, at the office or by phone, is the most satisfactory con- 
tact method. Where such contact is not possible, individually 
prepared letters are the next best, with their major emphasis 
toward restoring that direct contact so that the payment prob- 
lem may be worked out under the most favorable circum- 
stances. 

Only after a number of appeals have been ignored or promises 
of payment broken is the final threat to call in a collection 
agency justified; and this should be phrased “more in sorrow 
than in anger.” When the final warning has been given with- 
out response, the account must be turned over for collection 
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action, or the success of the entire program is jeopardizeg h 
numerous instances, we have seen every possible type of ap. 
peal ignored because this final step was not taken; when ,, 
doctors finally brought themselves to back up their threa; with 
action, payments began to come in from patients who had 
imposed on them for years. 

The selection of the proper collection agency is also of im. 
portance. The commercial agency customarily is geared to the 
type of approach in which final action is the repossession of 
merchandise and against accounts where retail credit rating js 
involved. Obviously, no medical services can be taken back for 
nonpayment, and we have observed that credit ratings seldom 
bear much relationship to financial delinquency in the doctor, 
office. The best choice of agency is the independent Professional 
bureau which subscribes to the code of ethics of the Nationa 
Association of Medical-Dental Bureaus, a leading organizatioy 
of specialists in this field. Incidentally, while the national ayer. 
age of collections on medical accounts through general bureays 
is around 30%, the better specialized bureaus report better 
than 50% and, for their clients who have set up good collec. 
tion procedures within their own offices, one bureau Teports 
73% collections in a recent study. Once the collection agency 
has been selected on the basis of these criteria, it is essential 
that it be given adequate authority to take whatever action 
necessary. Strangely enough, this may often be the recom. 
mendation that the account be canceled entirely because of 
financial hardship. 

The program must be persistent. All outstanding account 
must be reviewed each month as statements are prepared or 
at a convenient regularly scheduled time. Where two or three 
statements have brought no response or a promised payment 
has not been made, the account will be designated either fo; 
personal contact by the physician or secretary or for a letter 
suitable to the circumstances. Appropriately more severe con- 
tacts (usually by letter) will be prepared and sent to patients 
who have ignored the previous month’s letter. Those who have 
ignored the final appeal or who have disappeared leaving no 
address will be listed with all available information for assign. 
ment to the collection bureau. There is a wide difference of 
opinion as to how many months of letters should be planned 
before the final action. In a well-established program, we 
favor a maximum of around six months where the account 
has not previously been delinquent. Where previous contact has 
not proved entirely effective or in a new program with a heavy 
backlog of long overdue accounts, an accelerated campaign 
may be necessary. No set rule can be stated, since each ac- 
count must be considered individually and the action suited to 
the circumstances. 


MANAGING THE COLLECTION PROGRAM 

An effective program requires time and effort to plan and to 
maintain. The physician himself carries the greatest responsi- 
bility and in his attitude toward his financial relations with 
patients and the prevention of future delinquency lies the key 
to the correction of that already built up. Much of the burden 
of actually administering the program can, however, be taken 
from his shoulders by his staff or by management counsel serv- 
ing as auxiliary staff. In fact, such an objective viewpoint and 
experience in preparing collection letters has been one of the 
most important advantages to the clients of such services whose 
role in collections must remain that of the doctor’s anonymous 
secretary. However the program is administered, the cost and 
effort will pay good dividends to the practice. Better collections 
are the directly measurable result and certainly an important 
one. Better relations with patients will also result, and these 
may take the form of a healthy growth of the practice or of 
improving the general level of patient cooperation. These better 
relations will play an important part in avoiding the il! will 
that otherwise may lead to complaints before the society's 
grievance committee or to a malpractice suit. The continuing 
studies of grievance cases and court actions against physicians 
confirm that around 90% of them originate with unpaid bills, 
so, in this respect as well, it pays to do your own collecting. 


622 Fourth and Pike Bldg. (1) (Mr. Porterfield). 
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86:705-844 (Dec.) 1953 


‘Thymus Problem. J. T. Littleton, D. S. Motsay and S. P. Perry.—p. 705. 
gromides in Treatment of Epilepsy in Children. S. Livingston and P. H. 
Pearson —p. 717. 

*postprandial Hypolipemia of Pancreatic Fibrocystic Disease: Diagnostic 
Test. E. F. Hirsch, L. Carbonaro, A. D. Biggs and F. L. Phillips. 
—p. 721 
Laas Vomiting in Children. P. C. Laybourne Jr.—p. 726. 

functioning Adrenal Tumors in Childhood: Consideration of Diagnosis, 
surgical Approach, and Postoperative Management. E. H. Sobel, C. M. 
Lee Jr., V. M. Esselborn and L. C. Clark Jr.—p. 733. 

Metabolism of Creatine and Guanidoacetic Acid in Premature and Full- 

“Term Infants. S. Cohen, R. G. Frazier and H. H. Gordon.—p. 752. 

Agelutination Studies in Visceral Larva Migrans. F. X. Fellers.—p. 767. 

Risk of Death from Asphyxiation in Measles Encephalitis. P. Bendz and 
c.G. Engstr6m.—p. 772. 

Acute Dextroamphetamine Sulfate Poisoning: Report of Case in Child. 
T. F. Fletcher.—p. 777. 

Congenital Atresia of Biliary System: Delayed Development of Correct- 
ability. A. Kanof, E. J. Donovan and H. Berner.—p. 780. 

Chondrodysplasia (Achondroplasia) in One of Dizygotic Twins. R. K. 
Slungaard and L. E. Harris.—p. 788. 

Absent Abdominal Musculature, Genitourinary Anomalies, and Deficiency 
in Pelvic Autonomic Nervous System. W. L. Henley and A. Hyman. 
—p. 795. 


































Thymus Problem.—A review of the thymus problem was 
undertaken three years ago at the Guthrie Clinic and Robert 
Packer Hospital. Approximately 2,600 infants and children 
have been studied in an attempt to obtain answers to the fol- 
lowing questions. What is the normal anatomy of the infant 
mediastinum when shown in roentgenograms? Can obstruc- 
ive symptoms be caused by the thymus? How often is respira- 
wry stridor due to tracheal compression by the thymus? When 
is radiation therapy indicated? The results obtained largely 
coincide with those of earlier studies in which little concrete 
widence was found to support a connection between the 
thymus gland and symptoms of stridor, cough, and cyanosis 
or sudden death. Roentgenographic appearances formerly be- 
lieved to represeat abnormalities of the thymus are now known 
0 be characteristic of the normal anatomy and physiology 
of the infant mediastinum. Tracheal compression has never 
been satisfactorily demonstrated by roentgenographic means, 
and efforts to detect it on fluoroscopic examination of normal 
infants during extremes of flexion and extension of the head 
failed to show sufficient narrowing of the trachea to produce 
respiratory embarrassment. Stridor and other symptoms sup- 
posedly due to an enlarged thymus may in reality be caused by 
congenital conditions or disorders such as atelectasis, tracheal 
or laryngeal stenosis, whooping cough, or meningitis. Hundreds 
of babies are undoubtedly receiving unnecessary radiation ther- 
apy because of widened mediastinal shadows. Children subject 
(0 repeated bouts of stridor, cough, and cyanosis, however, are 
benefited, often dramatically, by radiation therapy, probably 
because they have an underlying low grade, chronic, or re- 
current tracheobronchitis that is favorably affected by the 
treatment. 
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Postprandial Hypolipemia of Pancreatic Fibrocystic Disease. 
—Pediatricians need to distinguish between fibrocystic disease 
or fibrosis of the pancreas and other disorders of nutrition 
clinically diagnosed as celiac disease. The symptoms of patients 
with fibrocystic disease are comparable to those observed in 
dogs after ligation of the pancreatic duct and can be ascribed 
to the absence of the external secretion of the pancreas. Fat 
foods are not tolerated, and the deficiency of pancreatic 
enzymatic activity results in a marked lack of fat absorption 
from the bowel. Studies of the esterified fatty acid content 
of the blood during the postprandial hyperlipemia of normal 
adults and of diabetics suggested that it could be used as a 
measure of pancreatic function in children in whom fibro- 
cystic disease was either present or suspected. The esterified 
fatty acids of the blood at the so-called fasting level in normal 
children aged 8 weeks to 7 months were found to range be- 
tween 7.2 and 13.8 mEq. per liter. The postprandial increase 
following a test meal of 36% cream in an amount calculated 
to give 4 gm. of fat per kilogram of body weight ranged 
to as much as 31.7 mEq. per liter. Children with fibrocystic 
disease, in whom pancreatic function is markedly decreased, 
show only a slight rise or none at all in the esterified fatty 
acid content of the blood after a similar test meal. Estimation 
of the esterified fatty acids at the fasting and the four and 
six hour postprandial levels in children given this test meal 
by mouth therefore constitutes a convenient laboratory method 
of evaluating pancreatic function. 


A.M.A. Arch. Dermat. and Syphilol., Chicago 


68:481-618 (Nov.) 1953 


Contributions to Study of Pemphigus. J. G. Brennan.—p. 481. 

Psychosomatic Dermatology Circa 1850. S. D. Allison.—p. 499. 

Primary Pustular Gonorrhea of Skin. J. L. Byers and D. F. Bradley. 
—p. 503. 

Personality Factors in Adult Atopic Eczema. J. T. McLaughlin, R. J. 
Shoemaker and W. B. Guy.—p. 506. 

Heredity of Multiple Benign Cystic Epithelioma “The Indiana Family.” 
L. E. Gaul.—p. 517. 

Treatment of Eczema with Cortisone Ointment. H. Vollmer.—p. 525. 

Influence of Local Factors on Cutaneous Injury and Healing. F. B. 
Benjamin and T. Cornbleet.—p. 530. 

*Isoniazid (Nydrazid) in Treatment of Cutaneous Diseases: Cutaneous 
Tuberculosis, Leprosy, Sarcoidosis, and Miscellaneous Dermatoses. 
F. E. Cormia, M. J. Costello, L. P. Barker and others.—p. 536. 

Influence of Pressure on Nodules of Xanthoma Tuberosum. T. Butter- 
worth.—p. 545 

Influence of X-Ray Cones on Dose. S. Epstein, J. M. Wickham and 
W. Epstein.—p. 549. 

Low Incidence of Dermographism in Subacute and Chronic Urticaria. 
A. A. Fisher and S. Schwartz.—p. 553. 

Isoniazid Therapy of Chronic Dermatoses. L. C. Goldberg and C. R. 
Simon.—p. 556. 

Laboratory Test for Evaluation of Fungicidal Solutions. R. E. Lyons and 
C. S. Livingood.—p. 566. 


Isoniazid in Skin Diseases.—Isoniazid (Nydrazid) was given to 
9 patients with tuberculosis of the skin, to 15 with tuberculid, 
to 8 with leprosy, to 4 with sarcoid, and to 14 with miscel- 
laneous conditions. The drug had a decidedly beneficial effect 
in all nine cases of lupus vulgaris and scrofuloderma. The re- 
sponse of tuberculid to therapy was poor in 11 cases, excellent 
in 3, and satisfactory in 1. In three cases of lepromatous and 
one of indeterminate leprosy, the disease responded satisfac- 
torily after three to four months of continuous therapy. There 
was no response to isoniazid in three cases of tuberculoid 
leprosy. The drug was not of benefit in four cases of sarcoid, 
three of dermatitis herpetiformis (Duhring’s disease), 7 of 
chronic discoid, and one of chronic disseminated lupus erythe- 
matosus. Doses of 0.2 to 0.6 gm. daily were well tolerated. 
Reactions were somewhat troublesome when daily doses of 
0.8 to 1.2 gm. were given, but there was not a single severe 
toxic reaction. There was no definite evidence that daily doses 
of 0.8 to 1.2 gm. of isoniazid were superior to the smaller doses. 
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A.M.A. Arch. Ind. Hyg. & Occupat. Med., Chicago 
8:493-600 (Dec.) 1953 


*Acute Inhalation Toxicity of Beryllium: IV. Beryllium Fluoride at 
Exposure Concentrations of 1 and 10 Milligrams per Cubic Meter. 
H. E. Stokinger, C. J. Spiegl, R. E. Root and others.—p. 493. 

Systematic Toxicological Analysis by Spectrophotometric Methods: I. 
Nonalkaloidal Organic Compounds. G. W. Roche and H. N. Wright. 
—p. 507. 

Id.: II. Alkaloidal Poisons. E. Berman and H. N. Wright.—p. 518. 

Pharmacological Studies of Radiogermanium (Ge™): II. Inhalation of 
Dusts. H. C. Dudley.—p. 528. 

Note on Mica Dust Inhalation. H. Heimann, S. Moskowitz, C. R. H. 
Iyer and others.—p. 531. 

Connecticut Program for Safe Aerial Application of Pesticides. J. Lieben. 
—p. 533. 

Vinyl Plastics: Their Dermatological and Chemical Aspects. G. E. Morris. 
—p. 535. 

Synthetic Rubbers: Their Chemistry and Dermatological Aspects. G. E 
Morris.—p. 540. 

Neuroses and Compensation: Chronic Psychiatric Disorders Following 
Injury or Stress in Compensable Situations: I. Review of Literature. 
A. D. Pokorny and F. J. Moore.—p. 547. 

Toxicity of Silica: I, Silica Solutions. L. D. Scheel, E. Fleisher and 
F. W. Kliemperer.—p. 564. 

Fluctuations of Breath Radon in Subjects Seated at Rest. E. J. Martin 
and J. K. W. Ferguson.—p. 574. 

Sericus Poisoning by Hexachlorocyclohexane: Clinical and Laboratory 
Observations on Five Cases. E. Danopoulos, K. Melissinos and 
G. Katsas.—p. 582. 


Inhalation Toxicity of Beryllium.—Acute beryllium poisoning 
by inhalation was studied in a variety of animal species ex- 
posed to beryllium fluoride mist in a closed chamber. Two 
experiments were performed; in the first, exploratory in nature 
and of relatively short duration, 6 dogs, 6 cats, 20 guinea 
pigs, 20 female albino mice, 10 male rabbits, and 40 albino 
rats were exposed daily to concentrations of 10 mg. of be- 
ryllium fluoride per cubic meter. In the second and definite 
experiment, 14 dogs, 5 cats, 10 male rabbits, and 120 male 
albino rats were exposed daily to concentrations of 1 mg. of 
beryllium fluoride per cubic meter. In all species, lesions 
attributable to the effects of inhaled beryllium fluoride were 
confined to the lungs. These pulmonary lesions resembled 
closely the lung changes resulting from inhalation of be- 
ryllium sulfate. Beryllium fluoride is acutely more toxic than 
beryllium sulfate. Exposure to 1 mg. per cubic meter of be- 
ryllium fluoride (190 mcg. of beryllium per cubic meter) re- 
sulted in lung damage in cats, dogs, rabbits, and rats roughly 
comparable in extent and degree to that produced by 10 mg. 
of beryllium sulfate hexahydrate per cubic meter (420 mcg. 
of beryllium per cubic meter). The severest and most extensive 
lesions occurred in the lungs of dogs, while the changes were 
minimal in rats and intermediate in cats and rabbits. Hem- 
atological changes suggestive of the progressive development 
of macrocytic anemia occurred in dogs and rabbits during 
exposure to 1 mg. of beryllium fluoride per cubic meter. The 
anemia was severer than that observed after inhalation of 
beryllium oxide dust or beryllium sulfate mist. Daily admin- 
istration of a dietary supplement of a proprietary liver-stomach 
concentrate with iron and vitamin B complex (Lextron) failed 
to prevent the development of anemia in dogs, and vitamin 
Bi. alone in the dose regimen employed (9 to 12 mcg. in 
three and four doses at 48 and 72 hour intervals) proved of 
little prophylactic or therapeutic value. A feature of the anemia 
developing during exposure to beryllium fluoride was a de- 
crease in the proportion of mature polymorphonuclear leuko- 
cytes in the circulating blood and a concomitant increase of 
immature forms. Urinary uric acid excretion appeared to hold 
promise as an index of the degree of exposure to beryllium. 
Beryllium tended to accumulate in the lungs, pulmonary lymph 
nodes, liver, skeleton, and bone marrow of dogs. The rate of 
deposition in the lungs and the pulmonary lymph nodes in- 
creased with the duration of exposure. The data obtained by 
spectographic analysis of tissues for beryllium suggest that 
there are specific differences in the rate and possibly also in 
the manner in which inhaled beryllium fluoride is mobilized 
from the primary site of deposition in the lungs and distributed 
to other tissues or excreted in the urine and feces in cats, 
dogs, rabbits, and rats. In relation to the quantity of beryllium 
in the lungs, a considerably greater portion was distributed 
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to the skeleton, liver, spleen, and kidneys of dogs after ;,. 
halation of beryllium fluoride than was observed in previ... 
studies of the insoluble beryllium oxide or the solubje ae 
readily dissociated beryllium sulfate mist. 7 


A.M.A. Arch. Otolaryngology, Chicago 
58:521-644 (Nov.) 1953 


Selected Problems in Diagnosis of Laryngeal Carcinoma. S, A. Friedhe 
and L. J. Wallner.—p. 521. i‘ 

Acute Iodism Following Use of Chloriodized Oil (Iodochloro}) in B,.., 
chography: Report of Case. M. Asch.—p. 536. 

*The Allergic Load. J. R. Anderson and W. Rubin.—p. 540 

Wartime Experience with Skull Injury and Blast and Their Effect upop 
Ear. J. C. Drooker.—p. 546. 

Evaluation of Deafness of Nonorganic Origin. M. F. Heller and P. Lin. 
denberg.—p. 575. 

Recruitment Testing in Hearing and Its Implications. J. L. Banos and 
C. J. Mullins.—p. 582. : 

Changing Concepts in Otolaryngology. L. J. Lawson.—p. 593. 

Vaccination for Chronic Sinusitis and Chronic Nasal Catarrh. H, y 
Kinghorn, G. E. Wilson and M. Dworski.—p. 598. 

Diagnostic Cutaneous Reactions, Specific Prevention and Treatment » 
Epidemic Respiratory Infections. E. C. Rosenow.—p. 609. 

Otitis Media and Complications. B. R. Dysart.—p. 623. 


The Allergic Load.—lIncreasing numbers of otolaryngologisis 
have incorporated into their practices the treatment of allergic 
diseases of the ears, nose, and throat, but some have become 
dissatisfied with their results. One important reason for this 
was a failure to consider the patient as a whole. Another 
major cause may be that, in their preoccupation with the anti. 
gen-antibody relationship, they failed to consider other factors 
that may greatly influence the allergic reaction. The authors 
are concerned with the concept of the allergic load, which may 
be defined as the sum total of the contributory or exciting 
factors that play a part in the production or modification of 
allergic symptoms. The contributory factors do not produce 
an allergic attack themselves, but affect the person in such 
a way as to precipitate or aggravate allergic reactions. The 
specific, or exciting, factors are the antigens or allergens. The 
allergic load may be increased as a result of either massive 
exposure to a single antigen or simultaneous exposure to a 
number of substances, most allergic persons being sensitive to 
more than one substance. The authors comment on thera- 
peutic measures that are directed toward reducing the load 
such as making the dust-sensitive person’s home dust-free 
They also discuss subclinical allergy, which means a state of 
sensitivity to one or more substances that do not produce 
symptoms except under certain conditions of massive exposure 
or concomitant exposure with other allergens or when the 
symptom threshold is lowered by some contributory factor 
Common conditions which the authors have found to increase 
the allergic load are smoking, anemia, hypercholesteremia, 
sex hormone influences, particularly in women (menstruation 
and menopause), hypothyroidism, and psychosomatic influences. 


Alabama State Medical Assn. Journal, Montgomery 
23:119-142 (Nov.) 1953 


Recent Trends in Congestive Heart Failure and Methods of Treatment 
F. B. Schultz.—p. 119. 

Recent Advances in Surgery of Obliterative Arterial Diseases. W. S 
Edwards.—p. 125. 

Cardiac Arrest During Surgery. L. C. Harris Jr. and W. H. Block 
—p. 128. 


American J. Digestive Diseases, Fort Wayne, Ind. 


20:331-368 (Nov.) 1953 


Public Health Aspects of New Insecticides. M. S. Biskind.—p. 331. 

Graduated Clinical Pre-Detection of Digestive Tumors: Initial Results of 
First Systematic Detection Center. G. Albot, M. Parturier-Albot, 
N. Bernard and others.—p. 341. 

Gastrojejunostomy (New Approach to an Old Operative Procedure) 
I. H. Einsel.—p. 348. 

Clinical Studies in Blood Lipid Metabolism: VIII. Disturbed Serum Lipid 
Partitions in Liver Diseases With and Without Jaundice. A. A. Gold- 
bloom, H. B. Eiber and L. J. Boyd.—p. 354. 
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4merican Journal of Hygiene, Baltimore 


58:269-392 (Nov.) 1953 


omyelitis in Hidalgo County, Texas, 1948: Epidemiologic Observa- 
,jons. R. S. Paffenbarger Jr. and J. Watt.—p. 269. 
id: poliomyelitis and Coxsackie Viruses from Flies. J. L, Melnick and 
R P. Dow.—P. 288. 

Poliomyelitis and Coxsackie Viruses in Privy Specimens. T. Francis 
. G. C. Brown and J. D. Ainslie.—p. 310. 
cytochemical Differentiation of Endamoeba Histolytica and Endamoeba 
Coli by Means of Fluorescent Antibody. M. Goldman.—p. 319. 
Further Studies of Toxoplasmosis in Birds. H. P. Drobeck, R. D. Man- 
yell, E. Bernstein and R. D. Dillon.—p. 329. 
Use of “Components of Variance” Technique in Biological Experimenta- 
ion. R. L. Stearman, T. G. Ward and R,. A. Webster.—p. 340. 
cultivation of Free-Living Stages of Hookworms in Absence of Living 
Bacteria. P. P. Weinstein.—p. 352. 
\ouse Neutralization Test for Lansing Poliomyelitis Antibody Employing 
“ §mall Amount of Whole Blood, U. P. Kokko, D. H. Hollander and 
T. B. Turner.—p. 377. 
Q Fever Studies; Presence of Coxiella Burnetii in Birth Fluids of Natur- 
ally Infected Sheep. F. R. Abinanti, E. H. Lennette, J. F. Winn and 
H, H. Welsh.—p. 385. 
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American Journal of Psychiatry, New York 


110:321-400 (Nov.) 1953. Partial Index 
in Psychotherapy: Ur-Defenses of Man. J. H. 







faith and Delusion 
Masserman.—p. 324. 
Quantification of Severity of Overt Psychotic Symptoms. D. W. Goodrich. 
—p. 334. 

nectel of “Administrative Group” in Mental Hospital Group Therapy 
Program. B. A. Cruvant.—p. 342. 

Psychotic Depressive Reactions in Soldiers Who Accidentally Killed Their 
Buddies. A. T. Beck and S. Valin.—p. 347. 

Immediate Fatal Coronary Thrombosis Following Electric Convulsive 
Therapy. G. C. Sisler and J. C. Wilt.—p. 354. 

Electrical Activity of Brain in Case of Atabrine Psychosis. L. Halpern, 
M. Streifler and L. Laszlo.—p. 366. 

Feeling of Superiority: Occupational Hazard in Practice of Psycho- 
therapy. J. Marmor.—p. 370. 
















American Journal of Surgery, New York 
86:489-642 (Nov.) 1953. Partial Index 


Origin and Management of Cancer of Colon and Rectum. F. H. Lahey. 
—p. 489. 

Primary Abdominal Wound Healing in Surgery Involving Colon. J. A. 
Ferguson.—p. 494. 

Classification and Treatment of Children with Severe Chronic Consti- 
pation. O. Swenson.—p. 497. 

Genetic Factor of Familial Disseminated Polyposis Coli. R. T. McCarty. 
—p. 500. 

Transition Period in Proctology. L. E. Moon.—p. 505. 

Roentgenologic Examination of Bleeding Bowel. W. M. Kitchen.—p. 511. 
Traumatic Perforations of Rectum and Distal Colon. R. R. Klein and 
R. A. Scarborough.—p. 515. 

‘Collective Review of Cancer of Colon and Rectum in General Hospital. 
G. L. Kratzer.—p. 523. 

Analysis of Causes of Morbidity and Mortality in Colonic Surgery. A. J. 
McAdams.—p. 530. 

Villous Tumors of Rectum Below Peritoneal Reflection. J. E. Ryan. 
—p. 535. 

Villous Tumors of Rectum and Sigmoid Colon Above Peritoneal Reflec- 
tion. M. A. Lucas.—p. 539. 

Surgery of Diverticulitis of Colon. A. W. Allen.—p. 545. 

Present Status of Treatment of Pilonidal Sinus Disease. N. W. Swinton 
and R. K. Markee.—p. 562. 

Significance of Ureteral Studies in Colonic and Rectal Surgery. H. E. 
Bacon, E. J. Lowell Jr. and H. D. Trimpi.—p. 572. 

Polyps of Rectum and Colon in Children. J. W. Harris.—p. 577. 

Thiersch’s Operation for Anal Incontinence and Minor Degrees of Rectal 
Prolapse. W. B. Gabriel.—p. 583. 

Investigation into Effects of Altered Acid-Base Equilibrium upon Motility 
of Colon. P. M. Recio and M. J. Oppenheimer.—p. 591. 

Surgical Treatment of Procidentia of Rectum: An Evaluation of Com- 
bined Abdominal and Perineal Repair. J. E. Dunphy, T. W. Botsford 
and E. Savlov.—p. 605. 


Cancer of Colon and Rectum in a General Hospital.—Of the 
171,171 cancer deaths that occurred in the United States in 
1941, 29,000 were caused by cancer of the bowel. In an 
effort to clarify some of the problems presented by this type 
of cancer, Kratzer reviewed the 197 cases of cancer of the 
colon and rectum observed at the Allentown General Hospital 
during the three year period from 1947 to 1949 inclusive. 
Surgical treatment was employed in 165 of these patients; that 
is, the operability rate was 83.7%. Of the 165 patients operated 
on, 40 had exploration only or a simple palliative procedure 
and 125 had resection. Of the patients in whom resection 
was performed, 58 were subjected to the Miles’ one stage re- 
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section, 27 to a multiple stage procedure, 36 to resection with 
primary anastomosis, and 4 to the pull-through type of opera- 
tion. Evidence of spread beyond the bowel wall was noted 


in 42 patients. There were 10 operative deaths. Five were 


attributed to cardiac disease, two to pulmonary embolism, one 
each to peritonitis, postoperative shock, and phlebitis. Thirty- 


two patients survived over four years. This survival rate of 
28% is discouraging. It is believed to be due to delay on 
the part of the patient in seeking advice. The cases of the 
patients undergoing extirpation of the rectum in 1947 were 
reviewed in an effort to determine the five year survival rate. 
Six of these 18 are alive today. The patients operated on in 
1948 had a four year survival rate of 43%. It is probable 
that this increase in survival rate will continue from year to 
year. A modification of the two stage abdominoperineal re- 
section as performed on one of the services for certain cancers 
situated in the lower portion of the rectum at the Allentown 
Hospital is described. 


Am. J. Syphilis, Gonorrhea and Ven. Dis., St. Louis 
37:501-618 (Nov.) 1953 


*Study of Etiology, Epidemiology, and Therapeusis of Nongonococcal 
Urethritis. S. S. Ambrose Jr. and W. W. Taylor.—p. 501. 

Studies on Comparative Behavior of Various Serologic Tests for Syphilis: 
III. Report on Return to Seronegativity Following Successfully Treated 
Primary and Secondary Syphilis (with Remarks on Serologic Response 
of Chronic Biologic False Positive Reactors Subsequently Infected with 
Syphilis). J. C. Cutler, B. J. Chester and E. V. Price.—p. 514. 

Preliminary Observations of Action of Penicillin on Treponema Pallidum 
in Vivo. H. E. Morton and W. T. Ford.—p. 529. 

Mazzini Cardiolipin Microflocculation Test in Serology of Syphilis. H. N. 
Bossak, A. Harris, W. P. Duncan and others.—p. 536. 

*Some Observations on Treatment of Interstitial Keratitis with Penicillin, 
Malaria, and Cortone. A. Oksala.—p. 540. 

Decline and Fall of Syphilis in New York State. L. de Mello and R. L. 
Vought.—p. 545. 

Latent Syphilis Ingorée and Syphilis Control During Epidemic in Den- 
mark, 1942 to 1949: Statistical Analysis of Newly Diagnosed Untreated 
Cases. I. B. Svendsen.—p. 553. 

Venereal Disease Education, United States Navy. W. S. Anderson. 
—p. 574. 

Gonorrhea Repeater Demonstration Project: Preliminary Report from 
Philadelphia. J. W. Lentz, H. E. Morton, M. Garrison Jr. and P. R. 
Leberman.—p. 577. 





Nongonococcic Urethritis.—Forty-five Navy men with a ure- 
thral discharge in which the gonococcus could not be found by 
smear or culture were thoroughly studied concerning the etiol- 
ogy and epidemiology of their urethritis. For each patient 
admitted to the Navy hospital for study and treatment, a hos- 
pital corpsman with a history not including recent febrile 
illness or any genitourinary tract disease was selected for 
study as a paired control. The history obtained from the 45 
patients revealed a characteristic story of mild, lower urinary 
tract inflammation with only minor variations in degree. All 
of the patients had had intercourse within a period of 55 days 
of the onset of urethritis. The average period of time between 
intercourse and the onset of urethritis was 15.2 days, and 
urethritis developed within 10 days of exposure in 25 pa- 
tients. The cytological picture of the urethral discharge was 
that of two distinct exudates. One consisted primarily of poly- 
morphonuclear leukocytes associated with rare eosinophils and 
epithelial cells. The other type was primarily made up of 
epithelial elements. The cytological picture of the prostatic 
secretion was one of predominant leukocytes with rare cuboidal 
epithelial cells, small lymphocytes, plasma cells, macrophages, 
and eosinophils. The flora of the lower genitourinary tract was 
varied in character and abundant. Gram-negative bacilli, cory- 
nebacteria, gram-positive bacilli, gram-positive cocci and fungi 
were cultivated from the urethra, urine, or prostate in all pa- 
tients before and after therapy with oxytetracycline (Terra- 
mycin). (Neisseria were isolated in only two patients and were 
proved not to be Neisseria gonorrhoeae.) With this therapy 
the urethral discharge, containing predominantly morpho- 
nuclear leukocytes in 35 patients, changed strikingly to an 
epithelial exudate. All 41 patients treated with oxytetracycline 
noted a rapid decrease in amount and change in character of 
the discharge. The irritative symptoms promptly disappeared 
and so did the pyuria. Thirty-seven patients were free of 
urethral discharge within seven days after the institution of 
therapy. Transient recurrences of mucoid discharge occurred 
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20 times in 14 patients after their release from the hospital. 
All recurrences were epithelioid in character. The species of 
bacteria present in the control group were quantitatively and 
qualitatively similar to those of the patients. The impressions 
gained from this study are as follows: nongonococcic ure- 
thritis is a disease of sexually active persons, but it was not 
proved to be venereal in origin and should not be so classified. 
The clinical picture is one of a mild inflammatory disease of 
the lower genitourinary system and is not confined to the 
anterior urethra. “Abacterial” urethral exudates do not exist. 
A specific causative agent was not found, and further investi- 
gation must include that of the existing flora of the urethra 
and its accessory apparatus. Known forms of the gonococcus 
play no causative role in this disease. The associated prostatic 
inflammation is probably the most important component of this 
syndrome. Oxytetracycline is the most effective form of therapy 
available. 


Treatment of Interstitial Keratitis—Of 35 patients with inter- 
stitial keratitis resulting from congenital syphilis, 10 were 
treated with penicillin alone, 14 with penicillin combined with 
fever therapy, and 11 with penicillin, fever therapy, and topical 
cortisone (Cortone). Results showed that there is no drug 
with a specific effect on interstitial keratitis. Penicillin failed 
to affect the course of the disease in any way. Fever therapy 
had some influence on both subjective and objective symptoms 
of interstitial keratitis. The ultimate place of cortisone and 
corticotropin in the treatment of interstitial keratitis is still 
undetermined. Although hormone therapy frequently results 
in a rapid and pronounced change in the course of the disease, 
this change is, as a rule, of a transient nature. Possibly the 
hormones, in so far as they bring about a most lasting improve- 
ment in the early phase of the disease, cause a return to the 
previous condition, and the predisposition of the cornea to 
the disease remains equally high. 





Cancer, Philadelphia 


6:1065-1266 (Nov.) 1953. Partial Index 


Tumors of Major Salivary Glands. F. W. Foote Jr. and E. L. Frazell. 
—p. 1065. 

Granular-Cell Myoblastoma of Hypophyseal. Stalk. W. A. Harland. 
—p. 1134. 

Carcinoma of Thyroid in Childhood and Adolescence. S. Warren, 
M. Alvizouri and B. P. Colcock.—p. 1139. 

Pulmonary Fibrosis and Terminal Bronchiolar (“‘Alveolar-Cell’”’) Carci- 
noma in Scleroderma. J. Zatuchni, W. N. Campbell and C. J. D. 
Zarafonetis.—p. 1147. 

Carcinoma of Esophagus Developing at Site of Lye Stricture. N. H. 
Bigelow.—p. 1159. 

*Carcinoma of Stomach: Review of 161 Cases Treated at New Haven 
Hospital from January, 1941, to December, 1946, and Comparison with 
Two Previous Series 1920-1930 and 1931-1940. P. Safar and E. E. 
Cliffton.—p. 1165. 

Application of Baloon Technique in Detection of Cancer. D. L. S. Chap- 
man, C. T. Klopp and L. I. Platt.—p. 1174. 

New Rapid Method for Stomach-Cancer Diagnosis: Gastric Brush. J. E. 
Ayre and B. G. Oren.—p. 1177. 


Malignant Fibrous Mesothelioma of Peritoneum. R. P. Hill.—p. 1182. 
Breast Self-Examination. E. M. Cohart, J. K. Hill and A. L. Barlow. 
—p. 1186. 


Lymphangiosarcoma in Postmastectomy Lymphedema. M. F. Hilfinger 
Jr. and R. D. Eberle.—p. 1192. 

*Study of in Situ and Squamous-Cell Cancer of Uterine Cervix. J. W. 
Reagan and D. J. Hicks.—p. 1200. 

Cutaneous Melanoma: Ulceration as Prognostic Sign. V. N. Tompkins. 
—p. 1215. 

Changes in Blood Chemistry Associated with Carcinoma Metastatic to 
Bone. H. Q. Woodard.—p. 1219. 

Aneurysmal Bone Cyst: Further Observations. L. Lichtenstein.—p. 1228. 

Lymph-Node Concentration of Radioactive Colloidal Gold Following 
Interstitial Injection. A. I. Sherman and M. Ter-Pogossian.—p. 1238. 

Resistance of White-Footed Field Mouse (Peromyscus Leucopus Nove- 
boracensis) to Carcinogenic Action of Urethane. L. Gross, E. C. 
Gluckman, B. B. Kershaw and A. E. Posselt.—p. 1241. 


Carcinoma of Stomach.—The results of treatment of 158 pa- 
tients with carcinoma of the stomach admitted to a general 
hospital, the New Haven Hospital, for definitive treatment in 
the years 1941 to 1946 were compared with the results in two 
previous periods, 1920 to 1930 and 1931 to 1940. There has 
been a significant increase in the ratio of five year survivals to 
total admissions in each series. This increase is undoubtedly due 
to an extension of indication for gastric resection and an in- 
crease of the number of resections at the expense of palliative 
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procedures such as gastrostomy and gastroenterosto 


— 
simultaneous decrease in mortality. At the present im a 
are 17 patients living more than five years without evidence of 
recurrence of the total of 486 (3.5%) diagnosed between 1929 
and 1946. Eight of these have survived more than 10 yes, 


This is not a negligible number of long survivors and deserve, 
consideration by those who call this a hopeless lesion. Un. 
fortunately there has been no significant decrease j 
of inoperable lesions in patients admitted and no Ignificant 
change in delay before referral of patients for definitive treat 
ment. The greatest hope for a really satisfactory cure rate of 
carcinoma of the stomach would seem to be an adequate 
screening test for cancer. Earlier diagnosis by an increase jp the 
index of suspicion by physicians and patients is the only ap. 
parent means at present available. Extension of surgery as }y 
more radical or total gastrectomy possibly will give some 
further improvement if the surgical mortality rate cap be 
decreased at the same time and adequate methods of replace. 
ment therapy are developed. 


the ratig 


Cancer of Uterine Cervix.—Carcinoma in situ means cancer jy 
its normal or originai location. The lesion has been defined 
“a condition in which malignant epithelia! cells and their pro. 
geny are found in or near positions occupied by their ancestor 
before the ancestors underwent malignant transformation.” Sych 
changes may exist in any site in which cancer arises and, in the 
female genital tract, have been observed in the uterine tube 
endometrium, vulva, vagina, and uterine cervix. This study was 
made to acquire a detailed knowledge of in situ cancer so that 
comparison with squamous cell cancer would be possible and 
additional evidence suggesting relationship might be obtained, 
During a five year period histopathological examinations were 
made on 5,044 cervices, including 126 amputated cervices, 2,543 
complete uteri, and 2,375 cervical biopsies. The latter included 
sharp or cold knife conizations, wedge resections, and multiple 
punch biopsies. Of the 5,044 patients represented, 3,643 were 
white, 1,395 were Negro, and 6 were members of the yellow 
race. The mean age at the time of examination was 45.4 years 
in the white and 37.2 years in the nonwhite group. Carcinoma 
in situ was found in 100 of the 5,044 cervices (about 2%), 
During the same five year period, 225 cases of squamous cell 
carcinoma were observed. In comparing these two groups of 
patients, it was found that in both in situ and squamous cell 
cancer: (1) the average age at detection was less in the Negro 
than in the white patient; (2) the occurrence was more frequent 
in the Negro than in the white woman; (3) the lesions were less 
common in Jewish women than in those of other religions; (4) 
a relatively high proportion of the patients were parous; (5) 
the component cells were identical; and (6) the anatomic dis- 
tribution was similar. In some 10,000 women subjected to 
cellular examinations, the prevalence of in situ cancer was 4] 
cases as compared with an expected prevalence of 34 to 43 
cases under the assumed conditions. The criteria used in 
recognizing in situ cancer are described, and the differentiation 
from atypical hyperplasia and squamous cell cancer is con- 
sidered. 


Fertility and Sterility, Philadelphia 
4:439-542 (Nov.-Dec.) 1953. Partial Index 


Mechanical Aspects of Surgical Correction of Male Sterility. V. J 
O’Conor.—p. 439. 

Psychodynamic Approach to Study of Infertility. E. S. C. Ford, I. For- 
man, J. R. Willson and others.—p. 456. 

Observations on Origin and Specific Function of Histiocytes in Female 
Genital Tract. G. N. Papanicolaou.—p. 472. 

*Follicular Fluid: Its Possible Role in Human Fertility and Infertility 
R. Kurzrok, L. Wilson and C. Birnberg.—p. 479. 

Ovulation After Ectopic Pregnancy: Incidence as Determined by Endo- 
metrial Biopsy. A. M. Siegler.—p. 495. 

Accuracy of Endometrial Dating: Correlation of Endometrial Dating with 
Basal Body Temperature and Menses. R. W. Noyes and J. O. Haman 
—p. 504. 

Preadolescent Hypogonadism and Infertility: Histologic Study of Mal- 
development. C. W. Charny, A. S. Conston and D. S. Meranze.—p. 518. 


Role of Follicular Fluid in Fertility—According to Kurzrok 
and associates, data are meager concerning the progress of 


spermatozoa in the human female genital tract toward the 
ovum and the progress of the ovum from the ovary into and 
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fhrough the tube toward the spermatozoa. They feel that 
human follicular fluid plays a greater role in fertilization than 
has been supposed, and they review considerations that tend 
to indicate this, such as that fertilization is limited by a time 
actor, that spermatozoa behave somewhat like cilia, and that 
the differing diameters of the various parts of the fallopian 
ubes influence the energy imparted to the follicular fluid. 
Experiments are described that show that human follicular 
quid serves as a nutrient medium for human spermatozoa. 
Spermatozoa survive longer in follicular fluid than in seminal 
plasma. Similarly, the intensity of motility is supported. The 
sature of the substance in follicular fluid producing this effect 
s still unknown. It is hoped that further studies of human 
follicular fluid will yield additional information that will be 
helpful in the therapy of infertility. The authors suggest the 
ineory that follicular fluid is involved in the progress of ovum 
and spermatozoa toward one another within the female genital 
yact and that fertilization occurs within this fluid. Follicular 
quid flows from the peritoneal cavity through the tubes and 
out through the tubal ostium into the uterus where it is chan- 
neled toward the cervix. Spermatozoa move only in a fluid 
medium, hence pass into the tubes by swimming in these fluid 
channels from the cervical canal toward and through the tubal 
ostium. The passage of spermatozoa into the tubes is, there- 
fore, a directed phenomenon and not a fortuitous occurrence. 
The clinical significance of these findings is discussed. 




























Gastroenterology, Baltimore 
25:321-470 (Nov.) 1953 


Motor Mechanism of Esophagus, Particularly of Its Distal Portion. G. C. 
Sanchez, P. Kramer and F, J. Ingelfinger.—p. 321. 

Disturbance of Esophageal Motility in Cardiospasm: Studies on Auto- 
nomic Stimulation and Autonomic Blockade of Human Esophagus, 
Including Cardia. M. H. Sleisenger, H. Steinberg and T. P. Almy. 


—p. 333. 
Surgical Management of Achalasia of Esophagus. H. R. Hawthorne and 


P. Nemir Jr.—p. 349. 
Insufficiency of Cardia in Hiatus Hernia. C. A. Flood, 5. Wells and 


D. Baker.—p. 364. 
Note on Innervation of Cervical Portion of Human Esophagus. K. Hwang 


and M. I. Grossman.—p. 375. 
‘Incidence and Diagnosis of Esophageal Varices in Cirrhosis of Liver: 
An Esophagoscopic Study. I. B. Brick and E. D. Palmer.—p. 378. 
Achalasia of Cardia with Esophageal Carcinoma. J. F. Crenshaw and 
R. J. Booher.—p. 385. 

Pseudodiverticulum of Esophagus Associated with Cardiospasm. R. J. 
Priest and C. R. Lam.—p. 393. 

‘Spontaneous Rupture of Esophagus. M. E. Grigsby, R. K. Brown and 


§. Cave.—p. 398. 

Further Observations on Postoperative Gastritis: Histopathologic Aspects, 
with Note on Jejunitis. E. D. Palmer.—p. 405. 

‘Clinical Evaluation of New Anticholinergic Drug, Pro-Banthine. I. R. 
Schwartz, E. Lehman, R. Ostrove and J. M. Seibel.—p. 416. 


Esophageal Varices in Cirrhosis of the Liver.—Of 150 pa- 
tients with microscopically confirmed cirrhosis in whom esoph- 
agoscopy was done as a routine procedure, 59 had a history of 
hemorrhage and 91 did not. Varices of the esophagus were 
diagnosed in 95 (63.3%), 47 of whom had a history of hemor- 
thage, while 48 (52.7%) did not. A fairly high incidence of 
varices thus occurred in cirrhotic patients who had no history 
of hemorrhages. No untoward effects of the endoscopy were 
observed in the 150 patients. In addition x-ray studies with 
specific instruction to the radiologist to search for esophageal 
varices were done in 147 patients, in 92 (62.5%) of whom 
varices of the esophagus had been demonstrated esophagos- 
copically, In 19 (12.9% of the 147 and 20.6% of the 92) the 
roentgen diagnosis was positive for esophageal varices, and 
15 of these 19 patients had a history of bleeding. The com- 
parative diagnostic value of x-ray study in this series thus 
indicated that only 21% of the cases of varices present were 
diagnosed by that method. Esophagoscopy enabled diagnosis 
of a larger number of cases of esophageal varices than could 
have been afforded by any other method. In view of the high 
incidence of esophageal varices in patients with cirrhosis, even 
without a history of bleeding, routine esophagoscopy, which 
had been shown to be a safe procedure, should be done in 
every patient with cirrhosis. 
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Spontaneous Rupture of the Esophagus.—The occurrence of 

spontaneous rupture of the esophagus is reported in a 51-year- 

old woman who complained of weakness, dyspnea, generalized 

abdominal discomfort, and retrosternal pain of six to eight 

hours’ duration after an episode of violent retching and 

hematemesis. A shock-like condition developed, and a left 

hydropneumothorax was observed on physical examination. 

Aspiration of the left pleural cavity yielded 1,200 cc. of san- 

guinopurulent fluid that on Gram staining revealed many gram- 

positive and gram-negative cocci and bacilli, some of which 

had the morphological appearance of clostridia. The patient 

vomited once after admission; the vomitus consisted of 200 

cc. of dark green fluid with a fecal odor. She denied dysphagia 

and drank as much as 250 cc. of water without distress. Her 

temperature rose to 103 F (39.5 C), and respirations and pulse 

were rapid. Rupture of the esophagus was considered but not 

seriously entertained until about one hour before her death 

because of absence of symptoms referable to the esophagus, 

normal esophageal function tests, and continued vomiting. 

Death occurred in the 19th hospital hour during the course of 
a diagnostic work-up. Necropsy revealed a longitudinal tear 
measuring 2 cm. in the left lateral wall of the esophagus 
through which a probe could be passed through the adjacent 
mediastinal tissue into the left pleural cavity. It is imperative 
to consider spontaneous rupture of the esophagus in patients 
with severe epigastric or precordial pain that occurs during 
violent vomiting or retching. Pneumothorax and subcutaneous 
emphysema may be observed frequently on physical examina- 
tion. Although the diagnosis is established only by demonstra- 
tion of a communication between the esophagus and pleural 
cavity, strong confirmation is obtained when hydrochloric acid, 
vegetable material, and/or clostridia are found in the pleural 
aspirant. Extensive perforation may be present without dys- 
phagia. 

New Anticholinergic Drug, Pro-Banthine.—A new isopropyl 
analogue of methantheline, propantheline (Pro-Banthine) bro- 
mide, was given a therapeutic trial in 156 patients with various 
gastrointestinal disorders. The most striking effect of this new 
anticholinergic agent was the relief of pain in peptic ulcer and 
the inhibition of motility in patients with diarrhea, especially 
of the functional type. In this regard it mimics the action of 
methantheline (Banthine). The relief of pain, when achieved, 
was prompt and usually complete. Most patients were relieved 
of pain within 48 to 72 hours after doses of 30 to 45 mg. of 
the drug four times daily were instituted. Of the 156 patients, 
129 had active peptic ulcer, and 106 of these were completely 
relieved of pain, 12 were significantly relieved, and 11 were 
considered failures because they could not tolerate the drug 
or were not relieved of their symptoms. Clinical impression, 
supported by roentgen studies, was that there is definite ac- 
celeration of healing of the ulcer crater while under treatment 
with propantheline. Patients with severe manifestations should 
receive 30 to 45 mg. of the drug every six hours. After two or 
more weeks, a maintenance dose of 15 mg. four times daily 
may be used. Initial dosage of 15 mg. four times daily may 
be given to patients with less severe manifestations. Recur- 
rences of ulcer symptoms while on maintenance dosage were 
relieved by raising the dose to therapeutic levels. Six patients 
with functional diarrhea were either completely or significantly 
relieved of their symptoms. Propantheline proved useful in the 
control of postoperative regional ileitis and the symptoms of 
the dumping syndrome. It was of less value in treating ulcer- 
ative colitis. The usual side-effects noted with methantheline 
were also observed with propantheline but to a much lesser 
degree. The previously unreported side-effects of urinary fre- 
quency and headache were noted, although these were rarely 
sufficiently severe to require discontinuation of the drug. 


Hawaii Medical Journal, Honolulu 
13:91-160 (Nov.-Dec.) 1953 


Comparative Study of Mortality from Gastric Cancer in Hawaii. T. R. 
Rhea.—p. 107. 

Primary Carcinoma of Liver: Statistical Review of 12 Cases Seen at 
Queen’s Hospital, 1947 to 1952. J. G. Marnie.—p. 113. 

Limitations of Mental Hygiene. E. A. Stephens.—p. 115. 

“Platelet Thromboses” Involving Gastrointestinal Tract: Report of Case. 
H. Civin and H. C. Gotshalk.—p. 119. 
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Industrial Medicine and Surgery, Chicago 


22:507-546 (Nov.) 1953 
Beryllium Oxide Poisoning. J. Lieben and A. J. Jackson.—p. 507. 
Objective Appraisal of Periodic Health Examinations. R. C. Page.—p. 510. 
*Trauma and Cardiac Complications. R. J. Lajoie.—p. 514. 
An Aid to Accident Prevention: Medical Profile Classification of Bus 
Operators. H. Brandaleone and G. J. Friedman.—p. 520. 
Peripheral Vascular Disorders Caused by Industrial Occupations. H. M. 
Cuneo.—p. 525. 
Technical Witness: Preparation for Court Appearance—The Attorney’s 
Viewpoint. T. D. Wade.—p. 529. 
Lead and Lead Poisoning in Early America: Lead Mines and Lead 
Poisoning. C. P. McCord.—p. 534. 
Trauma and Cardiac Complications.—Lajoie points out that 
there remain two schools of thought on trauma as a cause of 
cardiac complications. One believes that “the heart lying against 
the sternum is vulnerable to compression forces applied to the 
chest.” This is especially true in children in whom the chest 
cage is easily compressed. The other school claims that “the 
heart is a compact, spindle mass of continuously moving 
muscle that lies in a soft, yielding bed, is well protected by 
bones, and cannot be reached by a crushing violence, unless 
the force is exceptionally severe.” Judging from recent medical 
literature, it seems that the first school of thought is the more 
popular. Two of the most important nonpenetrating injuries of 
the heart are discussed and illustrated by case histories. The 
first is injury to the muscle or contusion of the heart, which 
occurs in what is referred to as the steering wheel injury. Elec- 
trocardiographic studies should be made whenever there is a 
history of injury to the chest particularly in automobile acci- 
dents. The second nonpenetrating injury of the heart is acute 
coronary occlusion with myocardial infarction that occurs in 
the course of employment. In this connection the author cites 
the case of a truck driver, aged 41. While he was rolling 
lumber off a truck and using a crowbar to pry the rollers, 
the bar slipped from his hand and he struck his chest against 
the roller. He immediately experienced pain across his chest, 
and his breath was shut off for a few seconds. He rested for a 
few minutes, but when he resumed his work the pain in his 
chest was severe. He perspired profusely and had difficulty in 
breathing. On the fourth day the pain became so severe that 
he consulted a physician who examined him and told him 
that he had had a heart attack. This was confirmed by electro- 
cardiographic findings. The author observed this patient for 
more than a year and found a gradual electrocardiographic 
improvement, the tracings returning almost to normal, which 
is unusual in a person of his age group. He has now changed 
his opinion and concluded that the man had had contusion of 
the heart. The claim was accepted by the insurance carrier 
and compensation was paid. In dealing with an industrial 
cardiac problem, a detailed history should be obtained, and 
the report should be thoroughly studied before a final opinion 
is given. A claim is likely to be denied in the absence of 
stress, strain, or overexertion or when several hours or days 
elapse between the accident and the symptoms. When the 
worker is aware of symptoms during, or immediately after, 
unusual stress or strain, acceptance of a causal relationship 
between occupation and disability is justified. 





Journal of Applied Physiology, Washington, D. C. 
6:263-316 (Nov.) 1953 


Oral Administration of Co” Vitamin Biz to Normal Persons, Patients with 
Pernicious Anemia, and Subjects with Various Medica! Disorders. 
L. M. Meyer, A. Becerra-Garcia, A. Goidman and P. A. Stern.—p. 263. 

Sleep Characteristics of Infants. N. Kleitman and T. G. Engelmann. 
—p. 269. 

Effect of Non-Twenty-Four-Hour Routines of Living on Oral Tempera- 
ture and Heart Rate. N. Kleitman and E. Kleitman.—p. 283. 

Discrepancies in Cardiac Output Measurements by Two Applications of 
Direct Fick Principle. G. G. Nahas, M. B. Visscher and F. J. Haddy. 
—p. 292. 

Method of Estimating Respiratory Cost of Task by Use of Minute- 
Volume Determinations. J. Draper, R. G. Edwards and R. H. Hardy. 
—p. 297. 

*Human Electrocardiogram During and After Inhalation of 30% Carbon 
Dioxide. F. M. MacDonald and E. Simonson.—p, 304. 


Electrocardiographic Studies During and After Inhalation of 
30% Carbon Dioxide.—The use of 30% carbon dioxide in- 
halation for treatment of a series of psychiatric patients gave 
MacDonald and Simonson an opportunity to study the resulting 
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electrocardiographic changes. The studies were made op 7 
men who were psychiatric patients, who ranged in age from 
25 to 48 years, and who had no history or signs of ¢,,. 
diac disease or hypertension. Chest roentgenograms and elec. 
trocardiograms were normal before treatment. A total g 
27 treatments were studied electrocardiographically. Some qj. 
turbance of auricular or ventricular activity appeared jn |? of 
the 17 patients. Auricular changes were found in 11 patiens. 
ventricular extrasystoles appeared in 5 patients, including pa 
patient who exhibited a brief period of ventricular bigemin, 
The P-wave changes found included low voltage and inversion 
The following abnormalities of rhythm were noted: auricy!,, 
and nodal premature beats, auricular tachycardia, suprayep. 
tricular tachycardia, and an irregular supraventricula; patter; 
of probable auricular ectopic origin. Increased T-wave volt, 
was seen during carbon dioxide inhalation in nine instances 
The authors feel that, while the changes they observed are } 
no means alarming in themselves, their nature suggests 4| 
serious disturbances, supraventricular or ventricular, coy! 
occur. Their patients were relatively young, selected fo; 
absence of evidence of heart disease; nevertheless, 12 of th. 
17 patients showed some abnormality. The possibility th, 
heart disease, particularly latent coronary insufficiency, couk 
contribute to the development of more serious disturbances js 
clear. Electrocardiographic observations are recommended dy. 
ing each treatment with 30% carbon dioxide in order to insure 
maximum safety. 





Journal of International Coilege of Surgeons, Chicago 
20:531-666 (Nov.) 1953. Partial Index 


Achalasia of Cricopharyngeal Sphincter. N. Asherson.—p. 531. 

Cancer and Heredity. K. Blond.—p. 544. 

Terminal Heum Duplex. D. U. McGregor.—p. 551. 

Traumatic Neck, Head, Eye Syndrome. H. E. Billig Jr.—p. 558 

Osteochondroma of Tendon Sheath. K. A. Hill and A. E. Lubchen: 
—p. 562. 

Conservative Treatment of Tumors of Bladder. W. A. Milner.—p. 5é6¢ 

Effect of Surgical Stress on Blood Levels of Calcium and Phosphorus 
M. A. Manzanilla, F. Fonseca, M. A. Manzanilla Jr. and R. S. Cres; 
—p. 573. 

Needle Decompression and Temporary Cecostomy for Severe ( 
Obstruction. W. L. Wolfson and M. W. Greenberg.—p. 579. 

Surgical Uses of Viable Intestinal Segments. J. M. Hammer, P. H. Sea 
E. J. Hill and F. Prust.—p. 586. 

*Chronic Ulcerative Colitis: Complications: Results of Treatment. M. § 
Kleckner.—p. 592. 

Treatment of Comminuted Collies’ Fracture. E. O. Geckeler.—p. 596 

Oscillating Sign as an Aid to Differential Diagnosis of Acute Abdomin 
Disease. M. C. Ratzan.—p. 602. 

Incidental Urogenital Pathoiogic Conditions Associated with Traumatic 
Urogenital Emergencies. G. Schinagel.—p. 608. 

Sphenoid Sinus from Surgical Standpoint. G. L. Whelan.—p. 612 

Blood Levels of Potassium and Sodium During and After Operat 
M. A. Manzanilla, M. A. Manzanilla Jr. and R. S. Mazal.—p. 617. 

Silent Lesions of Abdomen. C. S. White.—p. 623. 

Thyroidectomy: Indications and Pitfalis. W. M. Skipp.—p. 628. 


Complications of Chronic Ulcerative Colitis—Kleckner dis- 
cusses the complications of chronic ulcerative colitis on the 
basis of observations on 425 cases. They should be treated 
promptly after careful study to determine whether they origi- 
nate in the colon itself or from other systemic disturbances. 
Polyps, strictures, perforations, hemorrhages, and abscesses 
with fistulous formations and malignant change are the compli- 
cations most frequently encountered. Other systemic disorders, 
such as cardiorenal changes, nutritional deficiencies, and arthri- 
tis, may occur in conjunction with chronic ulcerative colitis 
They may develop independently of the colonic lesions or occu! 
as a result of the general toxemia or lowered resistance asso- 
ciated with chronic ulcerative colitis. A very important factor 
in many cases is the lack of proper psychosomatic approach. 
The author regards it as unfortunate that patients are being 
told that “a colitis” (or oftener, “a spastic colitis”) is present, 
although the only symptom is slight tenesmus or the passage 
of variable amounts of mucus in the stools. Rarely is proper 
proctologic study given. Complications occur in the infected 
areas mainly because of delay in treatment. The author further 
comments on some of the complications of chronic ulcerative 
colitis, particularly on the incidence of carcinoma in_ these 
patients. In his own series the incidence of carcinoma was 
4%, but he is of the opinion that this is too low a percentage 
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accurate, because he was unable to follow up many of 
ihe patients for a sufficient length of time. Had he been able 
1 follow all the patients carefully, he is convinced that malig- 
sant disease would be revealed in over 10%. He feels that 25 
9 30% of patients with chronic ulcerative colitis require more 
# medical treatment, and that only ileostomy or colectomy 
yill produce cure. 


to be 











journal of Neurophysiology, Springfield, Ill. 
16:567-666 (Nov.) 1953 


Exteroceptive and Proprioceptive Ascending Impulses in Pyramidal Tract 
of Cat. A. Brodal and B. R. Kaada.—p. 567. 

efects of Lesions on Subcortically Evoked Movement in Cat. C. D. 
Hendley and R. Hodes.—p. 587. 

properties of Chemoreceptors of Tongue of Rat. L. M. Beidler.—p. 595. 
spread of Evoked Cortical Potentials. W. A. Mickle and H. W. Ades. 
—p. 608. 

same Characteristics of Afferent Fibers from Tooth Pulp of Cat. 
J, M. Brookhart, W. K. Livingston and F. P. Haugen.—p. 634. 
gehavioral Changes Following Rhinencephalic Injury in Cat. L. Schreiner 
and A. Kling.—p. 643. 
















Laboratory Investigation, Philadelphia 
2:397-472 (Nov.-Dec.) 1953. Partial Index 


Technics for Study of Normal and Atherosclerotic Arterial Intima from 
Its Endothelial Surface. E. V. Lautsch, G. C. McMillan and G. L. 
Duff.—p. 397. 

intranuclear Changes Resulting from Exposure to Ionizing Radiation, as 
Detected in Frozen-Dried Preparations. M. W. Holt, S. C. Sommers 
and S. Warren.—p. 408. 

Rapid Serial Section Technic. W. V. Lovitt Jr., M. Talbot and A. J. Fisk. 
—p. 419. 

Rete of Pituitary and Adrenal Glands to Nephrotic Syndrome in 
Rats. W. Heymann, D. B. Hackel, C. Gilkey and M. Salehar.—p. 423. 

Simplified Method for Staining Cancer Cells, Vaginal Secretions, and 
Biopsy Specimens of Various Organs: Further Observations. Shu Chu 
Shen, W. Y. Goon and F. Homburger.—p. 429. 

Comparison of Microradiographic and Histologic Patterns in Bone. 
J. Cohen and P. Lacroix.—p. 447. 

Duplication of Mitral Valve. H. E. Bowman and F. F. Forry.—p. 454. 



















Laryngoscope, St. Louis 
63:873-1024 (Oct.) 1953 


Rhinology in Children: Resumé of Literature for 1952. D. E. S. Wishart, 
J. B. Whaley and W. B. Wallace.—p. 873. 

Management of Congenital Ear Canal Atresia. H. P. House.—p. 916. 
Anatomical and Physiological Correlations on Stimulating Human Su- 
perior Laryngeal Nerve. J. H. Ogura and R. L. Lam.—p. 947. 

‘Evaluation of Hearing Loss in Drop Forge Workers. M. S. Fox.—p. 960. 
Mixed Tumors of Soft Palate and Parotid Gland: Case Report. W. W. 
Wilkerson Jr.—p. 972. 

Tuberculosis of Larynx and Its Treatment with Streptomycin and Hydra- 
zine Derivatives of Isonicotinic Acid. R. R. Lehmann.—p. 977. 

Speech Audiometry Testing for Pre-School Children. A. J. Sortini and 
C. G. Flake.—p. 991. 













Hearing Loss in Drop Forge Workers.—During the years 1950 
to 1952 Fox examined 64 drop forge workers who had filed 
claims for alleged loss of hearing resulting from their work. 
Otologic, audiometric, and ear, nose, and throat studies were 
made. Medical consultation was requested when indicated. 
One worker was malingering, and another had psychogenic 
deafness. The hearing losses in the other 62 workers were pro- 
portional to the length of employment. The ability to hear 
conversational voice, on the average, followed the audiometri- 
cally determined hearing losses. The diagnosis of industrial 
hearing loss was based on the record of employment in areas 
of intense noise, the medical history, and objective findings. 
Intense noise levels were present in the forge plants. There 
were no records pertaining to preemployment hearing, despite 
the fact that most of the employees had been given routine 
preemployment physical examinations. Therefore, it became 
necessary to rely on the applicants for the history pertaining 
{0 past hearing impairment or ear disease. Records from school 
or military service were obtained in a few instances. The extent 
of hearing impairment claimed by the workers varied con- 
siderably. Some had trouble only with high frequency sounds 
like the ring of the telephone and doorbell or the ticking of 
their watches. Others complained of being able to hear, but 
not clearly; while some had great difficulty in hearing any 
speech. The hearing of each worker was examined several times, 
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but this study cannot tell the complete story of this type of 
hearing loss. There is need for basic investigations in the forge 
plants. The hearing status of the worker will have to be 
studied at the time he begins employment, and it should be 
checked periodically. Functional relationships between the ex- 
posure factors and hearing loss will have to be determined as 
well as the effectiveness of methods used to reduce noise in- 
tensity. The medicolegal problems that confront the otologist 
indicate that the scientific bodies now investigating the various 
aspects of industrial hearing loss will have to revise and modify 
presently used formulas and methods of evaluating functional 
hearing. 


Military Surgeon, Washington, D. C. 
113:355-442 (Nov.) 1953 


Infective Hepatitis and Homologous Serum Jaundice, Major Source of 
Disability Among Military Personnel. J. F. Harris.—p. 355. 

*Backache: Observations on Diagnosis and Management of 122 Soldiers 
with This Symptom as Their Chief Complaint. P. R. Dodge and 
E. A. Cleve.—p. 376. 

Maxillofacial Injuries in the Field. T. F. McManis.—p. 390. 

Talc Pneumoconiosis. H. A. Lyons.—p. 393. 

Fluorenes as Carcinogens. J. R. Sampey.—p. 396. 

Standardization Helps Speed Medical Build-up of NATO Command. 
H. F. Schlosser.—p. 398. 

Parasitic Diseases Among Veterans at 
B. H. Kean.—p. 399. 

Combined Pulmonary and Central Nervous System Cryptococcosis: 
Case Report. D. L. Galindo and S. W. Bohls.—p. 403. 

Bilateral Perilunar Dislocation of Carpus. S. J. Curran and J. W. Phipps. 
—p. 414. 


Halloran Hospital 1947-1951. 





Backache in Soldiers.—During the Korean war a large number 
of patients with the chief complaint of backache came from 
military units actively engaged in combat or from installations 
directly in support of these units. It soon became apparent that 
objective evidence of significant medical, orthopedic, or neuro- 
logical disease was lacking in a large percentage of them. The 
symptoms and signs exhibited by many suggested that the 
backache was a symptom of psychiatric disease. The clinical 
records of 122 patients, representing consecutive cases, were 
reviewed, and each of these patients was seen by one or both 
of the authors. Although most of these patients were referred 
by physicians to Tokyo Army Hospital with the diagnosis of 
some form of local disease of the back, only 38.5% had 
significant, objective evidence of local back disease. In the 
54.2% of the soldiers who had no objective evidence of local 
disease of the back, examination, history, and course of disease 
suggested that backache was a symptom of a neurosis—either 
hysteria or anxiety neurosis. A special group of 49 patients, 
which included some of the 122, were classified psychiatrically 
—69.4% of these patients were considered to have hysteria and 
30.6% anxiety neurosis. The largest majority (83%) of the men 
with significant, objective evidence of local disease of the back 
were accounted for by the diagnosis of herniated nucleus pul- 
posus, rheumatoid spondylitis, and acute back injury or strain. 
When no significant, objective evidence of local disease of the 
back was found, the patients were told just this. They were 
treated with reassurance and suggestion and were told that they 
must return to duty since no medical disability existed. Seventy- 
nine per cent of these were returned to duty. 


Missouri Medicine, St. Louis 
50:819-896 (Nov.) 1953 


Chest Injuries: Diagnosis and Treatment. R. A. Dorner.—p. 835. 

Pediatric Emergencies. S. S. Gellis.—p. 837. 

Responsibilities of Medical School to State It Serves. W. C. Wescoe. 
—p. 841. 

Treatment of Congestive Heart Failure. T. R. Jones.—p. 844. 

Application of Radioisotopes to Clinical Practice. H. Statland, S. Rubin 
and L. Walker.—p. 848. 


50:897-976 (Dec.) 1953 


Differential Diagnosis of Peripheral Edema. J. H. Hill.—p. 915. 

Abdominal Trauma. G. B. Starkloff, D. Bailey and R. Rutledge.—p. 918. 

Importance of Anesthesia Technics in Poor Risk Patient. C. H. White. 
—p. 922. 

Adenomatous Polyps of Large Bowel. L. J. LeBlanc and G. L. Krause. 
—p. 925 
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New England Journal of Medicine, Boston 
249:791-828 (Nov. 12) 1953 


*Resection of Anginal Pathway for Relief of Anginal Pain. J. A. Evans 
and J. L. Poppen.—p. 791. 

*Fever as Sign of Quinidine Toxicity: Report of Sensitivity in Two 
Brothers with Thyroid Disease. H. B. Sprague and W. A. Tansey. 
—p. 796. 

Ethics of Psychosurgery. W. Freeman.—p. 798. 

Spontaneous Extravasation from Ureter Secondary to Aneurysm of 
Abdominal Aorta. W. A. Schloss and B. J. Kaplan.—p. 802. 

Food Poisoning (Continued). K. F. Meyer.—p. 804. 


Resection of Anginal Pathway for Relief of Anginal Pain.— 
High thoracolumbar sympathectomy was performed in 16 
patients with anginal pain, 14 of whom were hypertensive 
and 2 normotensive. The follow-up period for the series was 
from six months to three years. The anginal pathway is com- 
posed of sympathetic fibers passing through the inferior cervi- 
cal fused with the first thoracic ganglion (stellate ganglion) 
and direct fibers from the cardiac plexus passing through the 
first, second, third, and fourth thoracic ganglions. The best 
results were obtained in patients who had complete resection 
of the anginal pathway bilaterally, but less extensive resection 
also proved satisfactory in many patients. The reduced danger 
accompanying limited resection makes it advisable for patients 
whose anginal syndrome is mild. Relief of pain was complete 
in five patients, complete except for a residual sense of throat 
constriction in four, and satisfactory in four. Residual throat 
or jaw pain was not a constant finding, and warning throat 
pain, when it occurred, appeared at a greatly increased exer- 
cise-tolerance level. The operation sometimes produces a 
Horner syndrome, but this need not be taken as a contraindi- 
cation because the disadvantage it represents is far outweighed 
by the relief obtained and in addition the ptosis may become 
less pronounced in time. Resection of the anginal pathway 
should be confined to patients with severe angina associated 
with hypertension; normotensive patients with an “over-alarm” 
syndrome who have not recently suffered a coronary infarc- 
tion may also be benefited, but the results in such patients 
will always be less satisfactory than those in patients with 
hypertension. 


Fever as Sign of Quinidine Toxicity—Two brothers with 
auricular fibrillation and thyroid hyperfunction were treated 
with quinidine, and in each drug sensitivity took the form of 
fever with temperatures of 104 and 105 F respectively. The 
only other toxic reaction was a mild diarrhea. The sensitiza- 
tion by previous doses, the discrepancy between the height 
of the fever and the patient’s well-being, and the rapid de- 
cline in the temperature in from 24 to 48 hours after dis- 
continuance of the drug, which have been mentioned by others 
as criteria for the diagnosis of fever due to quinidine, were 
all present in these patients. Each had a cryptic type of hyper- 
thyroidism, and in each there was a relatively slow ventricular 
rate associated with auricular fibrillation of the coarse flutter 
type. Fibrillation persists in one patient who has been treated 
with propylthiouracil, procaine amide (Pronestyl) hydrochloride, 
and digitalis medication; in the other, who was also treated 
by surgical removal of cystic thyroid tissue, each of these 
drugs has proved effective in restoring the rhythm to normal 
(on three separate occasions). A sudden rise in the temperature 
of a patient with auricular fibrillation suggests embolism or 
bacterial endocarditis; when such a rise occurs in a patient 
receiving quinidine, use of the drug should be stopped before 
these diagnoses are considered, unless other overt signs of 
arterial obstruction or blood stream infection are present. 





Ohio State Medical Journal, Columbus 


49:957-1060 (Nov.) 1953 


Diabetes Mellitus in the Aged. J. I. Goodman and L. B. Goldberg. 
—p. 981. 

Diabetes Mellitus and Obesity. T. P. Sharkey.—p. 986. 

Arteriosclerosis and Heredity in the Diabetic. O. P. Allen.—p. 991. 

Dietetic Management of Diabetes. H. J. John.—p. 994, 

“Sore Throat?” Diphtheria. C. A. Wilzbach.—p. 998. 


J.A.M.A., Feb. 27, 195, 


Proc. Soc. Exper. Biol. & Med., Utica, N. Y. 


84:1-258 (Oct.) 1953. Partial Index 
Renal Response to Hypercapnia. E. G. Dowds, E. W. Bri 


E. E. Selkurt.—p. 15. ad, 
Ultrafiltrability of Plasma Urate in Man. T. F. Yu and A. B Gutman 
ait. 28. ‘ 
Metabolic Interrelationship Between Folic Acid, Vitamin R mr 
Citrovorum Factor. V. M. Doctor, B. E. Welch, R. W. Perret ne 
others.—p. 29. = 
Plasma Radioactive Iron Turnover in Acute Viral Hepatit; R. EF 
Peterson.—p. 47. 
Transfusion of Separated Leukocytes into Irradiated Dogs wit Aplast 


Marrows. G. Brecher, K. M. Wilbur and E. P. Cronkite.—p. 54 
Virus Growth and Cellular Energy Production: Effect of Substances 
Chemically Related to Thyroxin on Influenza Virus. M. )p. Batre 
L. T. Adler and M. E. Perry.—p. 57. 
Failure of Choline Therapy to Alter Serum Lipids in Patients 
Coronary Artery Disease. S. U. Greenberg and M. Bruger 


with 


, a= : “P. 87 
Failure of Short-Term Administration of Thyrotrophic Hormone to Pro. 

duce Exophthalmos in Man. B. Simkin and P. Starr.—p. 99 
Concentration of Ascorbic in Human Adrenal Cortex Before and After 


ACTH Administration. F. J. Agate Jr., P. B. Hudson and M Pod. 
berezec.—p. 109. 

Peripheral Blood Concentrations of Steroids in Man After Oral Adminis. 
tration of 17-Hydroxycorticosterone. J. B. Richards and M. | Sweat 
—p. 125. 

Botulinum Toxin and Motor End Plate. J. H. Stover Jr., M. Fingerman 
and R. H. Forester.—p. 146. 

Relation of Thyroid Status to Nitrogen Excretion Following Exposure ; 
Thermal Radiation. A. W. Wase, H. J. Eichel and E. Repplinger 
—p. 152. 

Leptospiral Antigen Demonstrated by Fluorescent Antibody Technic in 
Human Muscle Lesions of Leptospirosis Icterohemorrhagiae. W H 
Sheldon.—p. 165. 

Effect of Glycerol and Freezing on Some Staining Reactions of Human 
Spermatozoa. J. K. Sherman and R. G. Bunge.—p. 179. 

Mixed Infections with Coxsackie and Lansing Poliomyelitis Viruses in 
Mice. S. E. Sulkin, C. Wallis and T. P. Murphy Jr.—p. 184. 
*Comparative Protective Effect of Cysteine Against Fast Neutron and 

Gamma Irradiation in Mice. H. M. Patt, J. W. Clark and H. H. Voge! 
Jr.—p. 189. 
*Effect of Heat on Agent of Homologous Serum Hepatitis. R. Murray 

and W. C. L. Diefenbach.—p. 230. 
*Induction of Pituitary Tumors by Means of Ionizing Irradiation. A, C 
Upton and J. Furth.—p. 255. 


Protective Effect of Cysteine Against Irradiation.—Contro! and 
experimental animals (mice) were irradiated simultaneously, 
caged together in groups of 10 to 15, and otherwise handled 
similarly. Cysteine was administered as a 12.5% solution of 
the hydrochloride neutralized to pH 7 with 10 N sodium 
hydroxide. Only freshly prepared solutions were employed. The 
cysteine dose was 1,200 mg. per kilogram of body weight and 
was given intravenously. Control mice were injected with an 
equivalent volume of 5% sodium chloride. In general, cysteine 
was injected between 5 and 15 minutes before exposure. The 
exposure time varied from 80 to 90 minutes for gamma rays 
and 60 to 90 minutes for neutrons. Pretreatment with cysteine 
was found to confer significant protection against the acute 
lethal effects of gamma Cobalt 60 (Co®) and fast neutron 
(fission) irradiation in mice. The protection observed with fast 
neutrons is, however, about half of that found with gamma 
irradiation. 


Effect of Heat on Agent of Homologous Serum Hepatitis.— The 
etiological agents of serum hepatitis and of infectious hepatitis 
are unusually resistant to chemical and physical methods of 
inactivation. The occurrence of numerous cases of homologous 
serum hepatitis following inoculation of certain lots of yellow 
fever vaccine to which human serum had been added demon- 
strated that the agent of homologous serum hepatitis can sur- 
vive heating at 56 C for 30 to 60 minutes. The present study 
was part of an extensive program concerned with the safety of 
blood and blood products with respect to viral hepatitis. 
Material from a single large pool of infected plasma, referred 
to as infected pool plasma, was used in all the studies on the 
safety of plasma and its derivatives. It was found that samples 
of plasma known to contain the agent of homologous serum 
hepatitis retained their ability to produce hepatitis even after 
being heated at 60 C for 4 hours. 


Induction of Pituitary Tumors by Ionizing Irradiation.—Large 
numbers of mice were exposed to atomic detonation. Some were 
not shielded and received predominantly gamma rays of high 
energy; some were shielded with lead to eliminate most of the 
gamma rays. The latter group is spoken of as neutron-exposed 
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animals. The mice remained in individual cages until natural 
geath or were killed in extremis. Necropsy studies were done 
on all animals. A table recording the results indicates that 4 
to 12% of the females exposed to from 192 to 733 r developed 
pituitary tumors as compared to 0.3% of the controls. No 
pituitary tumor occurred among the control males, while 2 to 
5% of the males exposed to from 491 to 785 r developed such 
mors. The dose acutely fatal to 50% of the animals was 
about 750 r. Pituitary tumors began to appear in larger numbers 
16 months after irradiation, and they occurred with greatest 
frequency in the 23 to 25 months’ postirradiation groups. In 
neutron-exposed mice it seemed that a dose as low as 40 to 
7) rem may induce pituitary tumors. These findings, represent- 
ing only a part of a large scale experiment, indicate that 
ionizing irradiation can produce pituitary tumors in at least 
one strain of mice. The authors emphasize that the tumors 
were induced in mice by a single exposure to ionizing irradi- 
ation, that they were about four times more frequent among 
females than among males, and that neutrons appear more 
efficient in inducing these neoplasms than gamma rays. 


Psychiatric Quarterly, Albany, N. Y. 
27:165-336 (Supp. [Pt. 2]) 1953. Partial Index 


*Mongolism. M. Lazar.—p. 197. 

Method of Rating Certain Personality Factors as Determined by Ror- 
schach Test for Use in Study of Precursors of Hypertension and Coro- 
nary Artery Disease. J. M. Bruce Jr. and C. B. Thomas.—p. 207. 

Socio-Psychiatric Observations on Displaced Persons. H. E. Lehmann. 
—p. 245. 

Environment, Responsible as well as Reconstructive Factor in Mental 
Disorder. J. Mechlow.—p. 257. 

Problems of Administrative Psychotherapy in Mental Hospitals. M. L. 
Adland.—p. 264, 

Socio-Economic Trauma. S. Schryver.—p. 272. 


Mongolism.—Lazar reconsiders some of the factors that have 
been mentioned in the literature as etiological factors in 
mongolism. Studies were made on 129 Mongoloid males and 
80 Mongoloid females admitted to the Willowbrook State 
School of New York State during the three year period from 
1948 to 1951. Nothing was found to substantiate the claims 
that order of birth, age of parents, previous health of the 
mother, number of abortions, religion, or economic status had 
any effect on the birth of Mongoloid infants. The presence of 
the more typical signs of mongolism is confirmed by exami- 
nation. The Rh factor does not appear to be of significance. 
An attempt to stimulate the pituitary gland by means of 
x-ray radiation was unsuccessful. The Mongoloid brain is ab- 
normal at birth, and it would seem improbable that treatment 
of the pituitary after birth would cause any marked change 
in the complex pattern of the brain. In the young age group 
of state school admissions studied, approximately 25% were 
Mongoloid; this indicates that Mongolian idiocy constitutes an 
important problem in the care and treatment of mental re- 
tardation. 


Quart. Bull. Sea View Hospital, Staten Island, N. Y. 


14:97-142 (July) 1953 


*Efiect of Sodium Depletion on Cardiac Silhouette in Essential Hyperten- 
sion and Asthma. G. G. Ornstein and L. Lercher.—p. 97. 

Anesthesia Techniques for Excisional Pulmonary Surgery; Experiences 
with Iproniazid. H. E. Susbac and M. B. Genauer.—p. 110. 

Thoracoscopy and Biopsy in Diagnosis of Pleurisy with Effusion. M. S. 
Lloyd.—p. 128. 

Modern Chemotherapy of Genito-Urinary Tuberculosis. M. E. Green- 
berger, M. Turell and M. Klein.—p. 134. 


Effect of Sodium Depletion on Size of Heart.—The area of the 
cardiac silhouette is often reduced by a rice diet of low sodium 
content. This observation, first made by Kempner, has inter- 
ested many investigators. Ornstein and Lercher report observa- 
tions on seven patients in whom the relation between the size 
of the heart and the sodium intake are well documented. The 
first five of these patients had been placed on a sodium deple- 
tion diet because of hypertension. It was demonstrated that 
reduction of sodium intake reduces the size of the cardiac 
shadow in patients with essential and malignant hypertension. 
When the sodium intake was augmented, the cardiac shadow 
again showed a relative increase in size. In a patient, who had 
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periodic attacks of asthma, it was noted that his blood pressure 
rose during such episodes. When he was put on a low sodium 
diet, his asthma disappeared and his weight decreased. The 
authors noted this change frequently. They cite histories of two 
patients with asthma; these demonstrate that in cardiac asthma 
sodium depletion reduces the cardiac silhouette in the roent- 
genogram and favorably affects the asthmatic state. 


South Carolina Medical Assn. Journal, Florence 


49:281-304 (Nov.) 1953 


*Brain Abscess in Small Infants: Report of 3 Cases. G. D. Johnson, 
S. E. Elmore Jr. and F. F. Adams Jr.—p. 281. 

Pathogenesis of Hypochromic Anemia. C. deSaussure.—p. 283. 

Socialized Medicine in Great Britain. U. R. Bryner.—p. 285. 


Brain Abscess in Small Infants——Johnson and associates pre- 
sent the histories of three young infants all of whom succumbed 
to brain abscess. The ages of the infants were 12 days, 22 days, 
and 24% months. One of the cases occurred in 1948 and two 
in 1950. Two of the infants apparently acquired the infection 
before or at birth; their mothers had severe respiratory infec- 
tions. The third child was rehospitalized when about 2% 
months old with purpuric spots over her whole body. The re- 
sults of necropsy indicate thrombocytopenic purpura that had 
caused a series of hemorrhages of the brain. It is suggested that 
whenever a mother has even a slight respiratory infection at 
the time of delivery, the infant should receive either chemo- 
therapy or antibiotic therapy to prevent, if possible, the occur- 
rence of brain abscess. The number of brain abscesses in infants 
under one year reported in the literature is small. The authors 
briefly cite some earlier reports and say that all infants, except 
one, died. 


Southern Medical Journal, Birmingham, Ala. 
46:1043-1146 (Nov.) 1953. Partial Index 


Rehabilitation Following Cerebrovascular Accident. H. A. Rusk and 
M. Marks.—p. 1043. 

Role of Isonicotinic Acid Derivatives in Treatment of Tuberculosis. D. E. 
Jenkins.—p. 1052. 

Prevention and Treatment of Degenerative Complications of Diabetes 
Mellitus. C. W. Styron.—p. 1057. 

Prolonged Drug Therapy in Peptic Ulcer: I. Evaluation of Banthine® as 
Adjunct to Conventional Ulcer Therapy. E. C. Texter Jr., C. W. 
Legerton Jr., J. M. Ruffin and others.—p. 1062. 

Urinary Disturbances of Genital Origin in Women. L. F. R. Molina. 
—p. 1069. 

Experiences with Retropubic Prostatectomy. S. J. Pearlman.—p. 1073. 

Postoperative Effects of Cortisone upon Rabbit Eyes Treated by Cyclo- 
diathermy and Cycloelectrolysis. L. B. Sheppard.—p. 1078. 

*Bilateral Mastectomy for Breast Cancer. G. B. Sanders and D. W. 
Griffin.—p. 1083. 

Surgical Repair of Denuded Penis and Scrotum. A. L. Finkle.—p. 1092. 

Subacute Disseminated Lupus Erythematosus in Negro Male: Report of 
Case. W. Lindau.—p. 1099. 

Melorheostosis Léri: Report of Case and Brief Review of Literature. 
R. D. Shapiro, W. H. Bernstein and T. M. Berman.—p. 1102. 

Echinococcus Disease. C. Williams Jr.—p. 1104. 

Early Diagnosis of Carcinoma of Colon: Particularly in the Mississippi 
Valley. H. G. Rudner.—p. 1108. 

Anaphylactic Shock Following Penicillin Injection. C. G. Pryor and Z. L. 
Burrell.—p. 1121. 

Use of Dextro-Amphetamine in Severe Behavior Problems of Children. 
S. A. Ginn and L. B. Hohman.—p. 1124. 

Studies on Vascular Headache: 1000 Cases of Migraine and Tension 
Headache. A. P. Friedman and T. J. C. von Storch.—p. 1127. 

Development of Myasthenia Gravis in Case of Multiple Neurofibroma- 
tosis. W. H. Waugh.—p. 1132. 

*Treatment of Perennial Rhinitis. J. H. Putman.—p. 1134. 


Bilateral Mastectomy for Breast Cancer.—Sanders and Griffin 
point out that the treatment of breast cancer judged by the 5 
and 10 year survivals is unsatisfactory. Since breast cancer 
has come to be regarded as a systemic disease, showing both 
a hereditary predilection and marked endocrine susceptibility 
of a bilateral paired organ system, it is being realized that the 
same group of factors responsible for the development of 
cancer in one breast may well continue to act to produce, 
after a varying period of time, cancer in the contralateral 
breast as well. The incidence of bilateral breast cancer is 
estimated by some authors at around 10%. The authors rec- 
ommend for unilateral cancer a technique of bilateral mas- 
tectomy that embodies a simple but complete mastectomy on 
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the contralateral side and a radical Halsted-Haagensen mas- 
tectomy on the involved side. Since skin grafting will always 
be necessary to complete the closure, thick split skin grafts 
are first cut from the thigh and an occlusive pressure dressing 
is applied to the donor site before beginning the mastectomy, 
in order to avoid inadvertent transplantation of cancer cells. 
The grafts are stored in sterile saline packs until needed. The 
skin incisions are then outlined on the chest in ink, employ- 
ing a transverse Stewart incision on the noncancerous breast, 
which merges with a Haagensen-type incision outlined about 
the involved breast. Skin flaps are then cut very thin and very 
widely beginning on the lateral aspect of the noncancerous 
breast, and resecting the innocent breast as completely and 
anatomically as possible, progressing from the lateral chest 
wall medially, in other words, in a cancerwards direction, but 
pausing at a safe distance (one handbreadth) from the cancer 
margin in the involved breast before proceeding farther. The 
simple mastectomy is thus completed, except for medial de- 
tachment from the chest wall, before skin flaps are cut on the 
cancerous side. The further steps of the operation are de- 
scribed and illustrated, and several case histories are pre- 
sented. The authors feel that the fear that the operation will 
prove too formidable for the average patient is unfounded. 
The patients are allowed out of bed and are usually ambula- 
tory by the second postoperative day. The dressings are re- 
moved on the seventh postoperative day at which time sutures 
and drains are also removed. Simple dressirjzs usually suffice 
from then on. The authors found that unilateral mastectomy 
patients often expressed the wish that the opsosite breast had 
been removed at the original operation; and many, on being 
queried, admit that they find the remaining breast a nuisance. 
Regarding the preference of some surgeons to do the opera- 
tion in two stages, the authors feel that this is a violation of 
the principles of cancer surgery of resection in continuity. 


Perennial Rhinitis—According to Putman perennial rhinitis is 
one of the most important upper respiratory disturbances, 
but many patients with mild forms never consult a physician. 
It is a forerunner in about 50% of the cases of asthma. Many 
of these patients will not seek medical aid until they wheeze 
or have sinus trouble or nasal obstructions from polyps. Brief 
attacks of nasal itching, sneezing, and runny or stuffy nose 
are the most frequent symptoms; they may last for from a few 
minutes to several hours. Some patients feel as though they 
have a cold most of the time. Inhalants such as insect sprays, 
paints, varnishes, oils, perfumes, occupational dusts and odors, 
fumes, and smokes will aggravate or incite attacks of rhinitis. 
Ingestants oftenest responsible are cereals, nuts, chocolate, 
fish, fruits, milk, eggs, spices, and vegetables. Coffee, tea, 
alcohol, beer, and soft drinks are sometimes exciting factors. 
Almost any drug taken orally may cause an attack. Infection 
plays an important role in allergic rhinitis. The membranes 
of the allergic nose have a weakened resistance, partly because 
the circulation is impaired in the boggy tissues. The author 
feels that even the mildest case of perennial rhinitis deserves 
investigation. The complete avoidance of all offending agents 
is an ideal goal but hard to achieve. Desensitization becomes 
necessary when relief is not obtained by avoidance of the 
offending factors. Caution is important if injections are em- 
ployed for desensitization; they should not be given too often. 
Furthermore, aspiration should always be done after the needle 
is inserted and before injection is made. If blood is obtained, 
the needle should be withdrawn and reinserted; then aspirate 
again before injection is made. Nasal polyps and sinus dis- 
ease should be treated. The use of autogenous vaccines, x-ray 
treatments, antibiotics, cortisone, and corticotropin are of 
benefit at times. An attempt should be made to aid the patient 
in solving his emotional problems. The use of various drugs 
and measures to reduce the swelling of the nasal mucosa 
brings about symptomatic relief only. 


Tennessee State Medical Assn. Journal, Nashville 


46:357-398 (Oct.) 1953 
Ulcerative Colitis. A. Weinstein.—p. 357. 
Ringworm of Scalp. J. W. Baird.—p. 367. 
The Neglected Athlete. R. G. Brashear.—p. 371. 
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Texas State Journal of Medicine, Fort Worth 


49:791-846 (Nov.) 1953 
Five Year Study of Texas Maternal Mortality. E. K. Blewett nd G 
Legett.—p. 795. 
Rupture of Uterus. T. G. Gready Jr.—p. 802. 
Physiology of Uterine Inertia. D. M. Haynes.—p. 806. 
Urologic Complications During Pregnancy. F. G. Sheddan J; Pp. 8] 
*Culdoscopy: Plea for More Widespread Application. L. ¢ Colw 
p. 814. ‘ 
Simple Diagnostic Approach to Menstrual Irregularities. W. Pp Gives 
and R. W. Gause.—p. 819. : 
Endometriosis in Private Practice. J. R. Donaldson.—p. 822 
Pelvic Evisceration in Advanced Pelvic Malignancy. E. M. ( 
and R. L. Sewell.—p. 825. 
Narcotics Prescription and Administration. P. R. Overton.—p. 829 


Pelvic Ectopic Kidney Associated with Pregnancy. J. G. Stouffer p. 833 
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Culdoscopy: Plea for Wider Application.—Colwell reviews 
experiences with culdoscopy in 60 women observed in a genera| 
gynecologic service. It was used in 26 patients with suspected 
ectcpic pregnancy, and in 9 of these this diagnosis was verified 
Tubal pregnancy was never proved after it had been ruled oy 
by culdoscopy. The next most frequent indication for culdo. 
scopy was adnexal pain. In 2 of these 10 cases, the cause of 
the pain was not discovered either at culdoscopy or by subse. 
quent observation. In the remaining eight patients, the diag. 
noses were evenly divided between endometriosis and salpingo- 
cophoritis. Other indications for culdoscopy were menorrhagia, 
adnexal mass, amenorrhea, sterility, and masculinization. The 
patient is given an enema 9 to 12 hours prior to examination 
The bladder is catheterized immediately prior to culdoscopy 
when the patient is in lithotomy position for bimanual exani- 
nation. Meperidine (Demerol) hydrochloride, 100 mg. with 
scopolamine 1/150 grain (0.4 mg.), is given intramuscularly 
one hour prior to examination; and 50 to 100 mg. of meperidine 
is given intravenously immediately prior to insertion of the 
trochar. With the patient in the knee-chest position, the pos- 
terior fornix of the vagina herniates upward and forward 
between the two uterosacral ligaments and over the posterior 
surface of the uterus. At the highest point of the concavity 
about 5 cc. of 1% procaine (Novocaine) hydrochloride solution 
is injected into the vaginal mucosa. The perineum is elevated with 
a Sims speculum, and the cervix is drawn forward and slightly 
downward by a tenaculum toward the symphysis. The trochai 
is locked into the cannula, and, with a sudden thrust, the 
trochar is introduced into the peritoneal cavity. The trochar 
is withdrawn from the cannula, and the sterile culdoscope is 
inserted. The telescope has a range of 4 in. (10.16 cm.) be- 
yond the tip of the cannula so that it may be moved in or 
out, anteriorly or posteriorly, and laterally. More structures 
may be brought into view by manipulation of the uterus with 
the tenaculum on the cervix or by suprapubic pressure created 
by an assistant. No serious complication occurred, except that 
in one patient the trochar entered a serous cystadenoma and 
about 75 cc. of clear serous fluid was obtained. When this 
patient was operated on four weeks later, there was no evi- 
dence of the previous accident. Culdoscopy deserves wide 
application, but it should not be employed to confirm the 
obvious. The patient in shock who gives a typical history of 
ectopic pregnancy and in whom is found a crepitant, bulging 
cul-de-sac and an excruciatingly tender adnexal mass certainly 
should not be subjected to culdoscopy. 


Virginia Medical Monthly, Richmond 


80:599-648 (Nov.) 1953 

Obligations, Responsibilities, and Rights of the Physician. J. L. Hamner. 
—p. 600. 

Virginia State Health Department Legislative Program for Eradication of 
Tuberculosis. M. I. Shanholtz and W. F. Wagner.—p. 605. 

Clinical Use of Digitalis Preparation in Congestive Heart Failure. R. R. 
Porter and R. P. Beckwith.—p. 610. 

Localized Pulmonary Hypertrophic Emphysema. W. A. Johns.—p. 6138. 

Adenocarcinoma and Leiomyosarcoma Occurring in Same Stomach—Case 
Report. J. L. Smoot.—p. 621. 

Choice of Drugs for Disturbed Psychiatric Patients. T. F. Coates. 
—p. 624. 

Infant Mortality in Richmond. I. Grant and S. Shanks.—p. 626. 

Solitary Diverticulitis of Cecum Simulating Acute Appendicitis. T. A. 

Kirk Jr.—p. 630. 








Vol. 1 











1G. F 


P. 81 
-Olwe| 


Given 


neral 
ected 
rified, 
d out 
uldo- 
ise of 
ubse- 
diag- 
in go- 
lagia, 
The 
Ation, 
COPY 
cami- 
with 
larly 
idine 
T the 
P }S- 
ward 
erior 
avity 
ition 
with 
zhtly 
char 
the 
char 
Ye is 
be- 
1 or 
ures 
with 
ated 
that 
and 
this 
eVvi- 
vide 
the 
of 
ring 


inly 


ner. 


| of 


ase 


ies. 











Vol. 154, No. 9 


FOREIGN 





4cta Chirurgica Scandinavica, Stockholm 
106:77-240 (No. 2-3) 1953. Partial Index 





10n Fibrotic, Non-Traumatic Stenosis of Common Duct. G. Sdderlund. 





P : , , . 
syreical Treatment of Congenital Anomalies of Bile Ducts. M. Sulamaa. 





—p, 95. 

me Resection of Kidney in Large Hydronephrosis: Theoretical Foun- 
‘gation and Partial Results. E. F, Hjort.—p. 103. 

gxstrophy of Bladder: Follow-Up Examination of 17 cases. A. Sanderud. 







Irreparable Vesico-Vagino-Rectal Fistula Treated by Colostomy and 
Colpocleisis. A. Langenskiéld.—p. 122. 

perforated Peptic Ulcer, Gastric and Duodenal: Primary and Late Results 

"from Treatment with Simple Suture. F. Bierring, P. A. Gammelgaard 
and E. H. Guldhammer.—p. 128. 

*yggotomy in Treatment of Recurrent Peptic Ulcer After Billroth I or 
gillroth If Operation or After Gastro-Enterostomy: Review of 24 
Cases. C.-G. Erfors.—p. 141. 











fibrotic Nontraumatic Stenosis of Common Duct.—The oc- 
rence of fibrotic benign stenosis of the terminal common 
t is reported in five men and six women between the ages 
of 33 and 78. Séderlund believes that this stenosis resulted 
fom a chronic inflammatory process in the wall of the com- 
mon duct. Such an inflammation was observed in 3 of the 11 
satients; there was thickening of the wall of the duct, which 
ontained turbid mucopurulent bile, and the duct was em- 
hdded in an indurated, inflamed hepatoduodenal ligament. 
In seven patients, the duct above the stenosis was more or 
ss pronouncedly dilated, with a diameter varying from 15 
0 35 mm., reaching the width of the small intestines in one 
satient. Cholecystectomy had been performed previously for 
allstone in nine patients; the gallbladder and common duct 
of the remaining two patients did not contain any calculi. 
Pain of the biliary colic type was the presenting symptom in 
\) patients; jaundice was observed in 7. Treatment consisted 
of choledochoduodenostomy in 10 patients, and choledocho- 
gastrostomy in 1, Of the 11 patients, 9 were followed up for 
fom 2 to 10 years and 1 for 18 months; 1 was operated on 
only recently. Immediate and lasting relief from distress re- 
wited from the treatment in nine patients, while in the re- 
maining two recovery occurred gradually after some time. 


























Vagotomy for Recurrent Peptic Ulcer.—Between 1947 and 
\950, 26 patients were subjected to vagotomy because of post- 
operative recurrence of peptic ulcer. Follow-up was done one to 
five years after the vagotomy on 21 patients. In 5 of the 21 the 
operation performed before the vagotomy was Billroth 1, in 13 
Billroth 2, and in 3 a gastroenterostomy. The interval between 
the operation and the appearance of peptic symptoms in patients 
who underwent gastroenterostomy was 11 years; in those who 
nderwent Billroth 1 operation it was 2 years and 9 months; and 
n patients who had the Billroth 2 operation it was 1 year and 
7 months. Of the 21 patients, 12 were satisfied with the results 
of the vagotomy; of these, 6 had earlier undergone Billroth 2 
operation, 1 gastroenterostomy, and 5 Billroth 1. Six patients, 
ive of whom had been operated on by the Billroth 2 method 
and one who had undergone gastroenterostomy, were satisfied 
with the results of the vagotomy. Two who had had Billroth 
2 operation were not satisfied with the result of the vagotomy, 
and one who had had a previous gastroenterostomy was dis- 
satisfied. Results of vagotomy for postoperative peptic ulcer 
could thus be considered as good in 87.5% of the patients. 
This figure is compatible with those reported by other workers 
in this field. In no patient was vagotomy followed by atony 
of the stomach, severe diarrhea with nutritional disorders, or 
disturbed gastric motility. No definite signs of recurrence were 
observed. In view of the difficulties in performing resection for 
jejunal ulcer and the risks incurred by such an operation, 
vagotomy must be considered a useful method. 







































British Journal of Dermatology, London 
65:389-424 (Nov.) 1953 


Shwartzman Phenomenon: Review with Consideration of Some Possible 
_Dermatological Manifestations. A. Rostenberg Jr.—p. 389. 

Note on Depigmentary Properties of Monobenzylether of Hydroquinone. 
L. Forman.—p. 406. 

Camptodactylia (Landouzy) with Other Naevi. W. E. Alderson.—p. 410. 
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2:1231-1282 (Dec. 5) 1953 


Epidemiological Study of Rheumatoid Arthritis Associated with Character- 
istic Chest X-Ray Appearances in Coal-Workers. W. E. Miall, A. Cap- 
lan, A. L. Cochrane and others.—p. 1231. 

Blood Supply of Femoral Head. M. Harty.—p. 1236. 

*Hypothermia with Autonomic Block in Man. J. W. Dundee, T. C. Gray, 
P. R. Mesham and W. E. B. Scott.—p. 1237. 

Production of Hypothermia. J. W. Dundee, W. E. B. Scott and P. R. 
Mesham.—p. 1244. 

Hibernation Anaesthesia in Major Surgery: Report of 36 Cases. A. Smith 
and J. G. Fairer.—p. 1247. 

Bacterial Content of Human Small Intestine in Disease of Stomach. 
J. Cregan, E. E. Dunlop and N. J. Hayward.—p. 1248. 

*Treatment of Acute Pancreatitis with Hexamethonium Bromide. R. M 
Davies, F. T. Moore and D. Wynn-Williams.—p. 1251. 

Local Effects of Certain Medicaments on Teeth. P. M. C. James and 
G. J. Parfitt—p. 1252. 


Hypothermia with Autonomic Block.—A technique described 
as induced hypothermia with autonomic block was used for 
major surgery in 26 patients. Premedication consisting of 
meperidine (Demerol) hydrochloride and Phenergan (10-[2- 
dimethylamino-1-propyl]phenothiazine) was given intramuscu- 
larly three to four hours preoperatively. An intravenous 
infusion of isotonic sodium chloride solution or 5% dextrose 
was set up one hour later as a vehicle for administration of 
the “lytic cocktail” consisting of 50 mg. (2 cc.) of Chlor- 
promazine (10-[y-diethylaminopropyl]-2-chlorophenothiazole), 
100 mg. (2 cc.) of meperidine hydrochloride, and 50 mg. (2 cc.) 
of Phenergan. The_ initial injection was generally 2 cc. fol- 
lowed by supplements of 0.5 to 1 cc. at intervals of 15 to 20 
minutes. Patients who were not asleep before the beginning 
of the infusion became unconscious after the first or second 
dose of the cocktail. With one exception, this occurred within 
30 minutes of administration of the first dose. The rapidity 
of onset of unconsciousness and its depth were a guide to the 
time to begin surface cooling. On an average this was one 
and a half hours before operation. Ice-bags were first placed 
on the groin, and, in the absence of a response to this, the 
body was completely covered with ice. Shivering was looked 
for closely, and its occurrence taken as an indication for a 
further dose of the cocktail. In all patients cooling was con- 
tinued until the patient was taken to the operating room. 
During the period of cooling, observations were made of blood 
pressure, pulse, and respiration every 15 minutes. The prin- 
ciples of anesthesia did not vary from those used for patients 
subjected to abdominal and thoracic surgery under normal 
circumstances. Replacement of blood loss was carried out as 
for normal cases. During the operation observations were 
made as for the period of cooling. On return to bed the 
patients were covered with a single sheet, and the appearance 
of shivering was an indication for the application of further 
covering. It was explained to the nursing staff that for the first 
12 postoperative hours they were to consider their patients 
poikilothermic and to treat them as such, removing blankets 
should a hyperpyrexia occur. In two of the five deaths, one 
occurring during surgery and four within 24 hours to 16. days 
postoperatively, hypothermia may have contributed to the out- 
come. From their observations of the changes that occurred 
in the respiratory system, the cardiovascular system, and the 
body temperature with the amount of bleeding, the authors 
conclude that the danger of serious cardiac irregularity at 
temperatures lower than 28 C is real and is particularly immi- 
nent if cardiac manipulation is required. The difference in 
oxygen consumption between a patient at 82.4 F and 77 F 
is insufficient to warrant the extra risks involved by proceeding 
to lower temperatures. The reduction in bleeding during hypo- 
thermia was not always as pronounced as it was expected. 
At low temperatures the prolongation of the clotting time 
and/or bleeding time has on occasion been a source of em- 
barrassment. It seems that hypothermia might be an added 
risk in patients whose myocardium is damaged. The indica- 
tions for hypothermia would seem to be (1) when a degree 
of hypotension is required to control hemorrhage either for 
patients in whom large blood loss is expected or in whom 
even a small blood loss will embarrass the work of the sur- 
geon; (2) in patients with a severe degree of anemia that can- 
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not be corrected before operation; (3) in operations on the 
heart and great vessels in which it may be necessary to cut 
off the cerebral circulation for a period of time; and (4) in 
thyrotoxicosis that cannot be controlled by medical treatment. 


Hexamethonium Bromide in Treatment of Acute Pancreatitis. 
—Two men, aged 64 and 52 years, with acute pancreatitis 
confirmed by exploratory laparotomy remained in great pain 
after the abdomen was closed without drainage. A bilateral 
posterior splanchnic block was performed with 1:2,000 tetra- 
caine (Amethocaine) hydrochloride in the older patient. The 
relief from pain was dramatic, but pain began to recur after 
six hours. It seemed reasonable to believe that ganglion-block- 
ing agents, such as hexamethonium bromide, would relieve 
pain similarly to splanchnic block and would have none of 
the difficulties or dangers of repeated splanchnic blocks. The 
patient then was given orally 250 mg. of hexamethonium 
bromide via an indwelling Ryle’s tube twice a day. Pain dis- 
appeared after six hours, and the next day it was possible to 
assess the patient as convalescent. Treatment with hexamethon- 
ium was continued for five days, the patient being discharged 
as cured on the 10th day. The other patient was given 250 
mg. of hexamethonium bromide as soon as he was conscious, 
and administration of the drug was continued twice a day 
for the next seven days; every four hours blood pressure 
readings were carried out. The following day he was free of 
pain, and his convalescence was smooth and uneventful. He 
was discharged as well 12 days after the operation. The in- 
flammatory changes in the pancreas of -patients with acute 
pancreatitis bear a striking resemblance to thrombosis or 
emboli of the main vessels to other intra-abdominal organs 
and the upper and lower limbs. Gangrene, sloughing, and 
suppuration follow gross disturbances of the blood supply, 
and the severity of the symptoms may be related to the extent 
of the infarction. The relief of pain and the improvement in 
the general condition produced by the ganglion-blocking drugs 
in these two patients and in two additional patients treated 
with equally successful results since this paper was submitted 
for publication, were contrary to previous experience. Although 
the disease was robbed of its terrorizing pain by the drug, it 
cannot affect the established gangrenous or suppurative process 
in a gland that must be subjected to drainage. The authors 
feel that a vascular catastrophe is the causative factor in 
acute pancreatitis, and further studies along these lines may 
lead to a better understanding of the disease and simplify its 
treatment. 


Bull. World Health Organ., Geneva 


9:579-730 (No. 5) 1953. Partial Index 

Rodenticides in Bubonic-Plague Control. V. B. Link and C. O. Mohr. 
—p. 585. 

Application of DDT, BHC, and Cyanogas in Control of Plague in India. 
P. M. Wagle and S. C. Seal.—p. 597. 

DDT in Prevention of Plague in Ecuador. C. Saenz Vera.—p. 615. 

Recent Studies on Immunity Response to Administration of Different 
Plague Vaccines. K. F. Meyer.—p. 619. 

Treatment of Bubonic Plague with Sulfonamides and Antibiotics. S. S. 
Sokhey, P. M. Wagle and M. K. Habbu.—p. 637. 


Deutsche medizinische Wochenschrift, Stuttgart 
78:1619-1650 (Nov. 20) 1953. Partial Index 


Anorexia Nervosa; Psychoendocrine Cachexia of Puberty. J. Decourt. 
—p. 1619. 

Bromsulphalein Test and Its Significance as Liver Function Test. E. 
Frey.—p. 1622. 

Neurogenous Traumatic Diabetes Mellitus. B. Deimel.—p. 1627. 

*Selection of Patients with Congenital Cardiac Defects for Cardiac Sur- 
gery. F. F. Niedner, E. Zeh and G. Griesser.—p. 1629. 


Selection of Patients with Congenital Cardiac Defects for Sur- 
gery.—Commissurotomy according to Bailey and co-workers’ 
technique was performed on 10 patients between the ages of 
22 and 37 years with mitral stenosis. Combined widening of 
the narrowed orifices was done in 6 of the 10 patients, while 
digital valvotomy was sufficient in 4. Blunt procedure when- 
ever possible was used with the combined technique for the 
exact demonstration of the valvular angles so that the valvular 
segments could be spared by the subsequent incision of the 
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fibrous bands. Incision rather than digital dilatati: 
orifice was done because a recurrence caused by repeated 
shrinking of the ring of the valve may soon be expected from 
mere dilatation. The authors agree with Bolton and Co-workers 
that the orifice should be enlarged only by incision ' 


Of the 


tee (0 lessen 
the risk of mobilization of calcium deposits. Smai| pleura 
effusions and pericardial friction were observed in al| Patients 


but more extensive pericardial effusions were not. Postoperatiy, 
administration of Irgapyrin, a proprietary containing equal 
parts of phenylbutazone and aminopyrine was used Satisfac. 
torily for relief of pericardial pain and restoration of tempera. 
ture to normal. Postoperative auricular fibrillation occurreq in 
two patients and was controlled by quinidine and Procaine 
amide respectively. Routine preoperative and postoperatiy, 
oral administration of the latter drug in small doses is recom. 
mended. All the patients survived the operation. Follow-up {o, 
12 months revealed considerable improvement in four patienss 
and good improvement in the other six. Diastolic murmur dj. 
appeared in four patients, became less pronounced in five, anj 
was unchanged in one. The authors divide the clinical aspect 
of mitral stenosis in four groups on which the indications fo, 
surgical intervention may be based. The first group comprises 
patients whose work capacity is not impaired and in whom, 
therefore, surgical intervention is not indicated. The secong 
group comprises those with slightly impaired work capacity 
for whom surgical intervention is indicated. For patients with 
definitely impaired work capacity who form the third group, 
operation is necessary, while patients with dyspnea at rest and 
considerable complaints associated with the slightest physical 
activity who form the fourth group should not be operated on, 
From their experience and from the results obtained by other 
workers in 1,346 cases collected from the literature, the authors 
state that improvement was obtained in 92.5% of the patients 
who survived the operation and that the operative mortality 
was 10.4% including the relatively high mortality in the first 
patients operated on. No patients became worse as a result of 
the commissurotomy and surgical intervention is to be con- 
sidered a great progress in the treatment of mitral stenosis, 
Surgical treatment of mitral insufficiency is still in its initial 
stage, and the authors have no experience with it. Surgical 
technique for stenosis of the aorta is still in the developmental 
stage. Of two patients operated on by the authors, one died, 
while the other obtained considerable improvement. In contrast 
to the surgical treatment of mitral stenosis, severe valvular 
calcification is not to be considered as contraindication to sur- 
gical intervention but may jeopardize its permanent success. 


Helvetica Paediatrica Acta, Basel 


8:377-490 (Nov.) 1953. Partial Index 


Periodic Abdominalgia. H. Zellweger and H. A. Reimann.—p. 377. 

Continued Treatment with Cortisone for Congenital Adrenogenital Syn- 
drome. A. Prader.—p. 386. 

*Treatment of Tuberculous Meningitis and Results of Five Year Experi- 
ence in Children’s Hospital at Zurich. E. Rossi and A. Stéckli.—p. 451 

*Present Results of Treatment of Tuberculous Meningitis with Strepto- 
mycin, p-Aminosalicylic Acid and Isoniazid, in Children Admitted to 
the A. Kyriakou’s Children’s Hospital in Athens. S. Charocopos and 
E, Inglessi.—p. 481. 


Treatment of Tuberculous Meningitis——Of 104 children with 
tuberculous meningitis treated between 1947 and 1953 at the 
Children’s Hospital in Zurich, results were evaluated in 62, 
but they were not in the remaining 44 for the following rea- 
sons: follow-up of less than one year; lack of bacteriological 
diagnosis; admission to the hospital after more than one week 
of previous treatment elsewhere; and death occurring within 
the first week after admission. Seven of the 62 patients were 
given high doses of streptomycin and all of them died. Of 
seven additional children who received low doses of strepto- 
mycin for a short period or who were given several short 
courses of treatment at long intervals, five died. Of the re- 
maining 48 children who were treated with low doses ol 
streptomycin combined with sulfones or p-aminosalicylic acid 
for a long period, 30 were cured (a survival rate of 63%). 
Five of the 30 children had suffered permanent impairment 
consisting of hydrocephalus with organic psychosyndrome 11 
3 and of auditory damage in 2. Twenty-eight of the 30 sur- 
vivors had mild vestibular damage. Tuberculosis of bone and 
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‘ints occurred in three children after recovery from the tuber- 
culous meningitis. Transitory complications in the course of 
tuberculous meningitis consisted of pareses, hydrocephalic 
pouts, psychic disturbances, and disturbances of the autonom- 
ous nervous system. Fatalities were distributed equally over 
the firs’ nine months of treatment. The mortality was higher 
ymong children in the first three years of life (52%) than in 
older children (22%). The higher mortality among the younger 
children may be related to the difficulty of making an early 
diagnosis in infants. The prognosis of tuberculous meningitis 
depends mainly on the stage of the disease at the time treat- 
ment is Started (stage of pure meningitis, stage of sensory 
and peripheral nerve involvement, or stage of coma). The death 
rate Was not increased among the children in whom meningitis 
was associated with miliary tuberculosis; 7 of 21 children 
with meningitis and miliary tuberculosis died, and there were 
6 deaths among 21 children without miliary tuberculosis. In 
contrast to this, the prognosis is poor in patients in whom 
meningitis occurs while they are being treated with strepto- 
mycin for miliary tuberculosis; four of six children in this 
group died. The protein, chloride, and sugar values in the 
ginal fluid at the time of the institution of treatment did 
not play a decisive role with respect to prognosis. Since March, 
1952, 18 children were given combined treatment with strepto- 
mycin and isoniazid and occasionally with p-aminosalicylic 
acid. This combined therapy proved highly effective and its 
great advantage is its shorter duration; the one and a half 
year follow-up period, however, is too short to permit definite 
conclusions. 


Combined Treatment of Tuberculous Meningitis with Strepto- 
mycin, Para-Aminosalicylic Acid, and Isoniazid.—Of 141 chil- 
dren with tuberculous meningitis receiving combined treatment 
with streptomycin, p-aminosalicylic acid, and isoniazid at a 
children’s hospital in Athens, Greece, 72 died and 69 recov- 
ered; 12 had recurrences and 5 of these died. The total mor- 
tality was 51.06%. Mortality was particularly high among 
children less than two years of age, among those who had 
been treated previously with streptomycin for other tuber- 
culous conditions, and among those with meningitis associated 
with miliary tuberculosis. Changes of the fundus of the eye 
occurred in 79 patients. Vestibular and auditory disturbances 
were less frequent with the combined treatment than with 
streptomycin alone; there were only four cases of deafness. 
Endocrine disturbances were observed in 35 patients, psychic 
disturbances in 18, and mild renal disturbances in 30. Dis- 
turbances of the liver occurred in only seven patients; in six 
of these the size of the liver was increased and in one there 
was jaundice. Cutaneous manifestations were observed in 10 
children. At present combined treatment of tuberculous men- 
ingitis is carried out with 400 to 300 mg. of streptomycin daily 
according to the age of the patient and the severity of his 
condition; intrathecal doses of streptomycin vary from 25 to 
50 mg. daily and suboccipital doses from 5 to 10 mg. daily. 
Three to 6 gm. of p-aminosalicylic acid is given by mouth 
daily. Isoniazid is administered orally or intramuscularly in 
doses of 5 to 10 mg. per kilogram of body weight daily and 
in intrathecal doses of 0.5 to 1 mg. per kilogram of body 
weight daily. The duration of this combined treatment may 
be shortened to 3 to 6 months as compared to that of 8 to 
12 months with streptomycin alone. 


Journal of Forensic Medicine, Cape Town 
1:65-128 (Oct.-Dec.) 1953 


Death from Dicoumarol Poisoning: Case; Indictment and Verdict.—p. 68. 

Dicoumarol: Pharmacological and Toxicological Aspects. F. Stephen- 
Lewis.—p. 87. 

*Objective Detection of Lying. F. R. Ames.—p. 94. 

Finger-Prints and Twins with Special Reference to Identical Twins. 
L. Herrman.—p. 101. 

Some Neglected Aspects of Barbiturate Therapy. W. R. Thrower.—p. 106. 

Problem of Race Determination: Limiting Factors in Identification of 
South African Races; Physical Anthropologist’s Approach. P. V. 
Tobias.—p. 113. 


Detection of Lyimg.—According to Ames it has long been 
known that when the mind seeks to conceal, the body may 
betray fear and guilt by emotional disturbances. Attempts to 
measure bodily reactions to guilt date back to antiquity. After 
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citing some ancient customs and stories the author mentions 
19th century attempts to measure bodily reactions to guilt 
scientifically and then briefly reviews more recent efforts to 
detect lying by registering the changes in blood pressure and 
respiration that accompany emotional stress. The method of 
using Keeler’s polygraph or lie detector is described, and the 
attitude of the courts about the admissibility of lie detector 
results as evidence is discussed. A lie detection test is a stress- 
ful experience, whether one is guilty or innocent. The per- 
sons who use the instrument are aware of its more obvious 
limitations. They know that some persons will be unsuitable 
for testing because of circulatory or respiratory disease. They 
know, too, that results are valueless if a subject is too feeble- 
minded or mentally deranged to understand what is going on. 
They know that psychopaths have no moral sense about lying 
and so will not register any emotional reaction. They are 
aware that the phlegmatic type of person shows very little 
disturbance, and the emotional, anxious type shows a great 
deal. There has been some retreat from the earlier enthusiasm 
about the value of the polygraph. The author feels that the 
proper perspective can be gained when it is remembered that 
all the lie detector does is to measure at two points the gen- 
eralized physiological reaction to stress. It does this by com- 
bining two simple techniques that have been used by the medi- 
cal profession for decades. There is nothing magical about 
the instrument, and to trade on the fear and the ignorance 
of suspects by assuring them that the lie detector never lies, 
because it is some mysterious and infallible invention of 
science, is a reprehensible way of dealing with a person whose 
guilt is in doubt. All that one can say definitely is that an 
emotional reaction is a physiological event. It is a nonspecific 
event; there is no special reaction peculiar to guilt. 


Journal de Médecine de Lyon 
34:821-876 (Nov. 5) 1953. Partial Index 


*Prognosis of Tuberculous Meningitis in the Child. Bernheim, J. Lan- 
ternier and Robert-Rougier.—p. 821. 


Prognosis of Tuberculous Meningitis in the Child.—Study of 
224 children with tuberculous meningitis showed that survival 
and recovery depend primarily on the age of the child, the 
time at which treatment is begun, the extent and severity of 
the encephalitic symptoms then present, the therapeutic meas- 
ures employed, and the strictness with which the treatment is 
pursued. Approximately two-thirds of the children with tuber- 
culous meningitis now recover, and the late results, taken as 
a whole, are encouraging. Children less than a year old, in 
whom the premonitory symptoms are few or pass unnoticed, 
are usually in poor condition on arrival at the hospital; none 
of that age group in this series survived. Treatment must be 
started early, both in infants and in older children. Particular 
care should be used when fever persists or recurs in children 
with apparently mild primary infections in the lungs. The 
slightest abnormal development in the course of a primary 
infection should be the signal for prompt lumbar puncture, 
which often makes it possible to treat tuberculous meningitis 
before it has become clinically established, thus improving the 
prognosis very considerably. The neurological state of the child 
when treatment is started is more important than its physical 
condition. Coma, mental confusion, and epileptic attacks have 
an ominous significance, and hemiplegia, even when slight, 
ophthalmoplegia, and a simple Babinski sign also indicate a 
need for close daily surveillance. Failure to recover Koch’s 
bacilli on lumbar puncture has little prognostic value because 
the meningitis is equally virulent whether the cultures are nega- 
tive or positive. The coexistence of pulmonary miliary tuber- 
culosis and tuberculous meningitis does not seem to be 
particularly detrimental, but it does necessitate prolonged treat- 
ment. Examination of the eye grounds provides valuable infor- 
mation. The appearance of new granulations or tubercles is 
often indicative of relapse. Treatment should then be intensified 
or continued, even though the clinical and laboratory findings 
suggest that it may safely be terminated. Slight papillary edema 
without signs of blocking usually disappears in two or three 
months, but edema seen later during treatment and associated 
with evidences of blocking is serious and should lead to ven- 
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tricular puncture. Surgical treatment is now limited to trepano- 
puncture of the two frontal ventricular horns with instillation 
of streptomycin. This simple procedure has proved lifesaving 
in many cases. General antibiotic treatment is usually continued 
for from 8 to 12 months or until the cerebrospinal fluid be- 
comes normal. 



































































Journal of Mental Science, London 
99:633-870 (Oct.) 1953. Partial Index 


Some Factors in Aetiology of Maladjustment in Children: Comparison of 
100 Children “‘Ascertained”’ as in Need of Special Educational Treat- 
ment and 100 Others Referred to Child Guidance Clinic. P. Holman. 
—p. 654. 

Nature, Origin and Distribution of Corpora Amylacea of Brain with 
Observations on Some New Staining Reactions. N. Alder.—p. 689. 

Investigation into Supposed Differences Existing Between Mongols and 
Other Mentally Defective Subjects with Regard to Certain Psycho- 
logical Traits. D. A. Blacketer-Simmonds.—p. 702. 

Observations on Epileptic Automatism in Mental Hospital Population 
D. W. Liddell.—p. 732. 

Experiences and Results in Prefrontal Leucotomy: Clinical Study of 339 
Leucotomized Patients. S. Kosti¢.—p. 786. 

Suxethonium Bromide in E.C.T. H. Fisher and A. K. Bannister.—p. 796. 

“Brevidil M’” as Muscle Relaxant in Electro-Shock Treatment. J. J. 
Danik.—p. 800. 

Further Observations on Effects of Lysergic Acid Diethylamide. W. Mayer- 
Gross, W. McAdam and J. W. Walker.—p. 804. 

*Small Experiment in Use of Acetylcholine in Treatment of Neurosis. 
D. T. Maclay.—p. 809. 


Acetylcholine in Treatment of Neurosis.—Since it had been 
asserted by some investigators that acetylcholine is of value in 
the treatment of some anxiety states, particularly in those 
accompanied by tension, Maclay decided to try this drug in 
certain patients who were responding insufficiently or not at all 
to psychotherapy. He began with a dose of 0.06 or 0.08 gm. 
in 1 cc. of water. He gradually increased this dose until 0.2 
gm. had been reached. Although some patients tolerate 0.25 gm. 
or more, caution is necessary with this dose. Immediately after 
the injection, the patient feels acutely ill; the pulse slows or 
stops; and there is a brief loss of consciousness. The. author 
has learned not to feel undue concern if the patient is pulseless 
for 25 seconds. The face is usually red and congested, and this 
is followed by pallor. Within a minute or two, the patient is 
able to get up and walk away. Maclay prefers to give the 
minimum dose that produces unconsciousness. Administering 
1.5 grains (0.1 gm.) of secobarbital (Seconal) sodium before- 
hand has proved helpful in some patients who feel severe 
discomfort from the acetylcholine injection. As antidotes for 
emergencies the author keeps on the tray epinephrine (Adren- 
alin), nikethamide (Coramine), and atropine, and a long needle 
just in case an intracardiac injection is required. He has used 
acetylcholine so far in 11 patients whose histories are presented. 
Three appeared to obtain considerable benefit. The total im- 
pression was that it will be worth while to continue using this 
new remedy in selected patients. 


Kinderarztliche Praxis, Leipzig 
21:481-528 (Nov.) 1953. Partial Iedex 


*Therapy of Hydrocephalus in Tuberculous Meningitis. G. Janssen and 
D. Wilms.—p. 481. 

Disturbances from Excessive Dosage with Isonicotinic Acid Hydrazid. 
J. Eigner.—p. 485. 

Primary Vaccination Against Smallpox in Older Children. H. Stolte. 
—p. 494. 

Polyradiculitis (Guillain-Barré Syndrome). H. Rodeck.—p. 498. 

Clinical Aspects of Hepatic Cirrhosis in a Child. H. Appelt.—p. 503. 


Therapy of Hydrocephalus in Tuberculous Meningitis.—De- 
spite progress in treatment by chemotherapeutics and anti- 
biotics, it is often impossible to arrest tuberculous meningitis 
during the, exudative stage. During the chronic state the nor- 
mal relationship between production and resorption of the 
cerebrospinal fluid often becomes impaired, and a more or 
less severe hydrocephalus results. On the basis of four case 
histories, which were selected from a large number, Janssen 
and Wilms show how difficult it is to make a prognosis. The 
children were in a comatose state, most of them for months 
and one for more than half a year. They had to be fed by 
tube. Choked disk and other clinical signs indicated the pres- 
ence of hydrocephalus, which was so severe that there was 
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little hope that life could be preserved. It seemed that Mental 
and physical defects would result even if death could be nn 
vented. After temporary interruption, treatment with streptomy. 
cin was resumed, however, and the child eventually recover; 
without mental defects, although hearing was defective. Re. 
sults obtained in the other three cases were similar. The 
authors advise great caution with regard to surgical interyep. 
tions for hydrocephalus, because they found that such trex). 
ment was ineffective in several cases and treatment with 
antibiotics may arrest hydrocephalus even in chronic 
of tuberculous meningitis. 


Cases 


Lancet, London 
2:1109-1162 (Nov. 28) 1953 


Future of Clinical Neurology: Address in Homage to Ramon y Caj, 
R. Brain.—p. 1109. 

*Coronary Heart-Disease and Physical Activity of Work. J. N. Morris 
J. A. Heady, P. A. B. Raffle and others.—p. 1111. 

Gas-Gangrene Infection in Operating-Theatre. S. Sevitt—p. 1121. 

*Cortisone and Rheumatoid Disease. H. F. West and G. R. Newn; 
—p. 1123. 

Skin Test for Mumps Using Cerebrospinal Fluid from Cases of Mumps 
Meningitis. C. Choremis, C. Danelatou, C. Dentaki and D. Gouttas 
—p. 1126. 

Hepatic Venous Hum in Cirrhosis of Liver. A. J. S. McFadzean and 
J. Gray.—p. 1128. 

Right-Sided Thoracic Approach for Combined Lobectomy and Mitraj 
Valvotomy. K. M. Shaw.—p. 1130. 


Coronary Heart Disease and Physical Activity of Work— 
Study of the relations of physical activity and inactivity in 
work to coronary heart disease among middle-aged men sug- 
gested the following hypothesis: Men in physically active jobs 
have a lower incidence of coronary heart disease in middle age 
than men in physically inactive jobs. More important, the dis- 
ease is not so severe in physically active workers, in whom jt 
tends to appear first in relatively benign forms, especially 
angina pectoris, and to have a smaller early case-fatality and a 
lower early mortality rate. This hypothesis was tested in three 
ways, with the following results. 1. The early mortality rates of 
physically more active workers (conductors and postmen) were 
lower than those of physically less active workers (drivers and 
switchboard operators). 2. Analysis of the statistics avail- 
able for various occupations showed that the mortality from 
coronary heart disease in groups doing heavy work was rather 
less than half that of the groups doing light work. 3. Classi- 
fication of the occupations of men dying of coronary heart 
disease as given in a trial sample of death certificates showed 
that fewer heavy workers die in the first clinical episode of the 
disease. This supports the belief that physical activity in work 
is associated with less severe forms of coronary disease. Many 
other factors—physical and psychological as well as occupa- 
tional and social—enter into the problem, and it is quite pos- 
sible that unfavorable factors cluster in certain occupational 
groups. Nutritional differences between various groups and 
classes in particular may prove important in their relation to 
atheroma, which is the basis of the disease. 





Cortisone and Rheumatoid Disease.—Cortisone acetate, in doses 
of from 50 to 75 mg. a day, has been given orally to 27 pa- 
tients with rheumatoid disease for an average of 19 months. 
Each patient was paired with a control chosen from a group of 
1,000 not receiving cortisone, and in every case the pairs were 
matched as closely as possible in age, duration of disease, and 
distribution of affected joints. The patients treated with corti- 
sone and the controls were then compared in respect to (1) 
stiffening of joints with rest; (2) need for analgesics; (3) physical 
ability; (4) erythrocyte sedimentation rate; (5) hemoglobin 
values; (6) x-ray changes; (7) strength of grip; and (8) well- 
being. The results of the comparison indicate that the course of 
rheumatoid disease is not favorably affected by long-term corti- 
sone treatment, in spite of the early benefit enjoyed by some 
patients. The relative adrenocortical deficiency and the acute 
deficiency at times of stress that may follow the withdrawal 
of cortisone acetate after prolonged therapy should also be 
considered in weighing the evidence for and against its long- 
term use. Death has undoubtedly been hastened by cortisone 
therapy in some cases. These findings do not exclude the pos- 
sibility that certain types of rheumatoid disease may be bene- 
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ged by prolonged administration of cortisone acetate. Present 
knowledge of the metabolism of corticosteroids does not war- 
rant excluding them from participation in the pathogenesis of 
cheumatoid disease. 


Medical Journal of Australia, Sydney 
2:661-700 (Oct. 31) 1953. Partial Index 


in the Female. J. W. Johnstone.—p. 665. 


Frigidi : 

Epidural Spinal Haemorrhage, with Report on Two Cases. M. Sadka. 
_p. 669. 

Mortality in Australia from Influenza and from Diseases of Respiratory 


system. H. O. Lancaster.—p. 672. 


2:701-736 (Nov. 7) 1953 


Making Doctors. E. Downie.—p. 701. 

Report on “Mysoline” in Treatment of Mental Hospital Epileptics. B. G. 
Burton Bradley.—p. 705. 

“Mysoline’—Its Use in Epilepsy. J. A. Game.—p. 707. 

“Mysoline’: Clinical Evaluation of New Drug in Treatment of Refrac- 
tory Cases of Epilepsy. G. Selby.—p. 709. 

| Treatment of Recurrent Parotitis. H. H. Eddey and G. McKenzie. 

——m, 735. 


2:737-772 (Nov. 14) 1953 


The Medical Witness in Court. Judge Conybeare.—p. 737. 
ineous Immunization of Infants Against Whooping-Cough, Diph- 


Simult 
theria and Tetanus. E. A. North, N. J. Lehmann and R. W. Patterson. 
—p 740. 

Haematological Reactions in Hypophysectomized Rats After Injection of 


“Amparon,” Cortisone and Adrenaline. L. A. G. Hissink.—p. 746. 
New Catheter Syringe. R. J. Silverton.—p. 749 
Some Aspects of Prolonged Gestation. G. D. Ley.—p. 749. 


Minerva Medica, Turin 
44:1181-1220 (Oct. 27) 1953. Partial Index 

Scientific Picture of Medical Genetics. L. Gedda.—p. 1181. 

‘Use of a Methonium Salt in Arterial Hypertension. P. C. Feraboli. 
—p. 1187. 

Blood Chemistry Studies of Mediterranean Hematological Syndromes: 
*roteinemia and Serum-Colloidal Reactions in Minor Forms of Medi- 
terranean Hematological Syndromes. E. Cugudda and S. Agnisetta. 
—p. 1189. 

Observations on Use of Betula Alba in Poliomyelitis Paralysis. G. Dadone. 
—p. 1193. 


Pentamethonium in Hypertension.—Pentamethonium was given 
to 35 patients with chronic and acute hypertension. Thirty 
patients were treated on an ambulatory basis and received the 
salt orally in doses of 20 cg. at first every 12 hours and later 
four to six times daily for from four to eight weeks. A fall 
of from 20 to 60 mm. Hg occurred in the systolic pressure 
whereas the drop in the diastolic pressure was less pronounced. 
This decrease was especially marked during the first three 
hours after the administration of the salt with disappearance 
of headache, dizziness, and dyspnea. Vomiting and constipa- 
tion developed in eight patients to whom laxatives were given; 
a few patients complained of disturbances in micturition and 
the dose of pentamethonium was lowered. In a follow-up one 
month after discontinuation of the therapy the improvement 
was still present in 40% of the patients, whereas the arterial 
pressure had a tendency to return to the initial values in 52%. 
The therapy had to be discontinued in 4% because of tachy- 
cardia, headache, fainting sensation, and gastric disturbances; 
the treatment had failed in 4% despite the administration of 
doses as high as 120 cg. of pentamethonium daily for one 
week. Five patients with hypertension and symptoms of intra- 
cranial hypertension and papilledema who were hospitalized 
because of severe hypertensive attacks were given the salt 
intravenously in initial doses of 10 mg., increased gradually 
to 50 mg., administered in isotonic sodium chloride solution 
every 8 to 10 hours daily. The blood pressure dropped within 
10 minutes, and drowsiness, headache, and vomiting dis- 
appeared. The induced hypotension was greater and occurred 
more abruptly in these patients, but the action of the salt 
lasted for a much shorter time. The intravenous route of ad- 
ministration is contraindicated for prolonged use and, there- 
fore, for patients with chronic hypertension, since it is difficult 
to find a proper single dose and to maintain a constant hypo- 
tension even if the drug is given two or three times daily. 
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This route may prove useful in patients with acute forms of 
hypertension such as pseudouremia and eclampsia of preg- 
nancy. Whenever pentamethonium is given intravenously, the 
patient should be watched carefully to prevent a_ possible 
collapse. 


New Zealand Medical Journal, Wellington 
§2:315-444 (Oct.) 1953. Partial Index 


The Yes Man. H. Ogilvie.—p. 317. 

Practical Details of Treatment of Hypertension by Hexamethonium Salts 
and by Pentamethylene 1:5-Bis-N-(N-Methyl-Pyrrolidinium) Bitartrate. 
F. H. Smirk.—p. 325. 

Psychiatry in Undergraduate Medical Teaching. W. Ironside.—p. 349. 

Treatment of Anxiety States in General Practice. D. G. McLachlan 
—p. 356. 

Surgery of Pulmonary Tuberculosis. R. Nicks.—p. 366. 

Psychiatric Aspects of Electroencephalography. D. W. Rowntree.—p. 374. 

*Bulbar Poliomyelitis Following Tonsillectomy. N. R. Mackay.—p. 386 

Congenital Pancreatic Fibrosis: Report of Survival in Young Adult. E. D 
Burnard.—p. 395. 

Mumps Virus Antihaemagglutinin Values in Cancer Patients. J. Logan. 
—p. 400. 

Clinical Findings Following Leucotomy. K. R. Stallworthy.—p. 405. 

Spontaneous Cardiac Rupture. F. J. Cairns.—p. 412. 


Bulbar Poliomyelitis Following Tonsillectomy.—Mackay pre- 
sents a family of three children, aged 8, 5, and 3 years, who 
had had recurrent upper respiratory infections, with ear and 
chest complications. Because of this and because the risk of 
infection from poliomyelitis was thought to be remote, the 
tonsils and adenoids were removed. The operations were car- 
ried out on Nov. 26, 1952. On Dec. 3, all three children had 
fever and temperature up to 101 F, and this fever and malaise 
persisted. On Dec. 8, child A, aged 8, appeared very ill, had 
difficulty coughing and swallowing, and was admitted to the 
hospital. The cerebrospinal fluid showed cells, and a pro- 
visional diagnosis of bulbar poliomyelitis was made. The fol- 
lowing day some weakness of the left side of the face was 
present; the palate moved but swallowing was impossible. 
On Dec. 9, child W was admitted with a temperature of 102.4 
F, some neck rigidity, and weakness of the left upper arm. 
Twenty-four hours later pharyngeal paralysis appeared, and 
he died on Dec. 11, in spite of intravenous therapy, oxygen, 
etc. Child A required intravenous therapy for five days, and, 
after causing some anxiety, she made a complete recovery. 
The youngest child, apart from a few days of fever, showed 
no evidence of poliomyelitis. The author reviews the literature 
on the relationship between bulbar poliomyelitis and_tonsil- 
lectomy and concludes that the risk is not negligible. Even 
those who deny any causal relationship between tonsillectomy 
and poliomyelitis agree that elective surgery should be post- 
poned during an epidemic. The position with regard to diph- 
theria-pertussis immunization is perhaps not quite so clear. 
In spite of the fact that cases have been reported in which 
an injection appears to have produced a locus minoris re- 
sistentiae and converted an otherwise nonparalytic into a 
paralytic infection, the association is rare and still lacks proof. 
But when poliomyelitis is abnormally prevalent, the possibility 
that immunization may add an extra risk must seriously be 
considered. 


Nordisk Medicin, Stockholm 


50:1421-1454 (Oct. 15) 1953. Partial Index 


Encopresis in Childhood: Review and Report of 111 Cases. T. Walthen. 
—p. 1421. 

Prematurity as Factor in Origin of Neuropsychiatric Diseases: 1. Pre- 
maturity and Psychoinfantilism. H. Sjégren.—p. 1429. 

*Function of Adrenal Cortex in the Insane. O. Lingjaerde.—p. 1442. 

100 Cases of Lobotomy. Some Clinical Viewpoints. S. Foltmann.—p. 1449. 





Function of Adrenal Cortex in Insane.—Lingjaerde examined 
the 17-ketosteroid excretion in 93 insane patients and the 
reaction to epinephrine, corticotropin (ACTH), and insulin in 
122 insane persons. No patient showed abnormal reaction to 
any of the tests. Low excretion of 17-ketosteroids was espe- 
cially connected with the apathy-stupor syndrome, and a high 
excretion seemed to be connected particularly with psycho- 
pathological symptoms, perhaps to be called the alarm syn- 
drome. So far no definite support has been found for the 
concept that; adrenal deficiency is characteristic of any definite 
form of mental disease or any psychopathological syndrome, 
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with the possible exception of acute delirium. In not a few 
patients, especially those with puerperal psychosis and involu- 
tion melancholia, there were signs that might point to a hypo- 
pituitarism. Hypoglycemia was prolonged in more than half 
the insulin tolerance tests. This “hypoglycemia unresponsive- 
ness” as a rule occurred in patients who refused to eat and 
had urobilinuria and ketonuria. The insulin reaction was re- 
turned to normal with increased administration of carbohy- 
drates, and the urobilinuria and ketonuria disappeared when 
the insulin reaction became normal. In some insane patients, 
especially in the active phase, there is increased carbohydrate 
need that may depend on either stress or failure to utilize 
carbohydrates. When such patients refuse food, a relative 
carbohydrate deficiency easily occurs that will soon lead to 
disturbances in the carbohydrate metabolism and can cause 
disturbances in the function of the liver and certain endocrine 
organs and thus express itself not only in hepatic symptoms 
but also in an abnormal insulin-hypoglycemia reaction. It is 
thought reasonable to assume that the abnormal insulin-hypo- 
glycemia reactions in insane persons are due to the effect of 
carbohydrate undernourishment, alone or in combination with 
other factors. 


Pediatria, Naples 
61:665-848 (Sept.-Oct.) 1953. Partial Index 


Study of Renal Function in First Infancy. L. Parenzan and F. Sereni. 
—p. 665. 

Abt-Letterer-Siwe Type of Acute Malignant Histiocytary Reticuloses of 
Infancy; Relationships with Other Malignant Reticuloses of Infancy: 
Eosinophil Granuloma of Bones and Hand-Schuller-Christian Disease. 
M. Belloni.—p. 688. 

*Intradermal Administration of Corticotropin in Treatment of Whooping 
Cough. G. Di Gruttola.—p. 719. 


Corticotropin (ACTH) in Whooping Cough.—Corticotropin 
was given to 16 children between 1 month and 3 years of age 
with whooping cough. Three infants were hospitalized; the 
others were treated on an ambulatory basis. The paroxysmal 
phase of the disease had been present in nine for one week, 
in five for 10 days, in one for 20 days, and in one for two 
months. A daily dose of 3.5 mg. of active ultrafiltrable frac- 
tion of corticotropin was injected intradermally in the fore- 
arm. The treatment was continued for from 5 to 13 days. 
In few cases only corticotropin was combined with anti- 
biotics. The drug was tolerated well, and its good effects 
began to appear after 24 hours. The number and intensity 
of the attacks were reduced to half by the second day; cyanosis 
and vomiting disappeared by the third day; and appetite and 
weight began to increase and general condition to improve. 
A follow-up some time later revealed that all the children 
were definitively cured; they had gained weight and were in 
good general condition. The mechanism of action of corti- 
cotropin in whooping cough is obscure. 


Presse Médicale, Paris 
61:1479-1498 (Nov. 14) 1953 


Use of Brinkman’s Oxymeter in Study of Rate of Biood Circulation. 
G. Brouet and M. C. du Perron.—p. 1479. 

Pharmacological Aspects of Principal Soluble Theophyllines. A. Quevau- 
viller and H. Morin.—p. 1480. 

*Hyperglycemia Without Glycosuria: Physiopathology and Treatment. 
H. Lestradet.—p. 1482. 


Hyperglycemia Without Glycosuria.—The classic concept of 
diabetes mellitus does not account for the condition of hyper- 
glycemia without glycosuria, which is, in fact, occasionally 
found. Sometimes it develops in the course of diabetes. Actu- 
ally, this condition represents a nephropathy and not, as might 
be presumed, a spontaneous remission in the diabetic patient’s 
condition. Based on the fact that the amount of glucose burned 
by diabetics is the same as in normal persons, the new con- 
cept that diabetes results from an inability of glucose to 
enter a cell, rather than a disturbance in glycometabolism, 
explains the possibility of hyperglycemia without glycosuria. 
This syndrome always has an unfavorable prognosis, since it 
indicates the presence of renal lesions. There are also usually 
generalized vascular lesions, especially retinitis. Its treatment 
requires the observance of its dual causal mechanism; that is, 





J.A.M.A., Feb, 27, 1954 


the regular diabetic regimen with insulin remains unaltered 
but is accompanied by vitamin therapy and limitation 0} Protein 
and fats, and electrolytes according to individual tolerance. Tes 
tosterone and vitamin B may also be given; and the experi 
mental use of heparin for its proposed ability to improve 
the lipoprotein balance of these patients should be kept i 
mind for the future. 


Tubercle, London 


34:287-312 (Nov.) 1953 


Filtrate of Tuberculous Pus as Therapeutic Agent. M. C. Wilkinson 
J. B. Penfold and E. Wilder.—p. 288. - 
Mantoux Test in Tuberculous Meningitis. L. M. Taylor, H V. Smith 
and R. L. Vollum.—p. 296. Bes 
Tuberculosis in Nigeria. E. H. Braun.—p. 301, 


Ugeskrift for Laeger, Copenhagen 
115:1565-1608 (Oct. 22) 1953. Partial Index 


*Causes of Cancer of Lung. J. Clemmesen and E. Jensen.—p. 1565. 
Cancer of Prostate with Special Regard to Radical Operation. f Bandier 
—p. 1585. . 
*Treatment of Superficial Cancer with Ultrasoft Roentgen Rays. CT 
Schmidt and E. Amdrup.—p. 1590. 
Remarks on Cancer of Lip. J. Nordentoft.—p. 1596. 


Causes of Cancer of Lung.—Clemmesen and Jensen discuss 
the marked increase in cancer of the lung in men, especially 
men in middle life and less well-to-do classes, and review jp. 
vestigations carried out on the cause of cancer of the lung, 
With reference to occupational causes, the authors find pul 
monary cancer to be relatively rare even among workers ex. 
posed to carcinogenic substances, with the exception of the 
miners in the Erzgebirge. Occurrence of increase also in rural 
districts weakens the concept that contamination of the air 
may play a contributing part in the action of cancerogenic 
combinations on the lungs, and further, this assumption cannot 
explain why the disease has not increased among women and 
is inconsistent with the increase particularly among younger 
persons, although a weak indirect supporting effect on factors 
with strong cancerogenic action cannot be excluded. It is not 
possible, the authors find, to explain that there are more 
smokers among patients with cancer of the lung than among 
control persons except by the assumption of a causative rela- 
tion. From a biological viewpoint it must be regarded as prac- 
tically certain that the primary cause of cancer of the lung 
lies in the agent that more frequently and in greater con- 
centration than any other comes into contact with the affected 
organ and has been shown to have a weak cancerogenic effect 
on animals and can therefore with reason be thought to have 
it on man. The academic proof of the cancer-producing effect 
of tobacco, for example, can be obtained only by removing 
the harmful influence of the assumed agent from a population 
that has already shown itself to react with the disease. 


Treatment of Superficial Cancer with Ultrasoft Roentgen Rays. 
—lIrradiation with ultrasoft roentgen rays, Schmidt and An- 
drup state, is a quick and certain treatment of skin cancers 
less than 2 mm. in thickness. The principle is to give sufficient 
dosage to the tumor and at the same time treat leniently the 
deeper normal cells and their blood supply. The treatment is 
carried out in one session of a few minutes’ duration; the 
danger of radiation necrosis is slight; and the cosmetic results 
are excellent. If the cancer is allowed to grow to over 2 mm. 
in thickness the somewhat harder roentgen rays then neces- 
sary are more dangerous to the underlying tissue and the risk 
of recurrence and radiation necrosis is greater. Cancer of the 
skin was established by biopsy in 77 patients, of whom 48 
were between 60 and 80. There were in all 82 cancers. The 
69 cancers less than 2 mm. thick were treated with ultrasoft 
roentgen rays with good results; in one case there was recul- 
rence, but repeated treatment was without complications and 
the patient is well five years after the treatment. The 13 can- 
cers more than 2 mm. in thickness received slightly harder 
roentgen rays, with uneventful course in seven cases and com- 
plications in the form of recurrence, glandular metastases, of 
radiation necrosis in six. Follow-up during a five year period 
revealed 18 deaths; in 14 of these there had been no compli- 
cations and death was not due to cancer. 
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Rehabilitation Centers in the United States. By Henry Redkey. Compila- 
tion of information submitted by 40 rehabilitation centers for first national 
conference On rehabilitation centers, December 1-3, 1952, under sponsor- 
ship of National Society for Crippled Children and Adults and Office of 
Vocational Rehabilitation, U. S. Department of Health, Education, and 
Welfare. Paper. $1. Pp. 128, with illustrations. National Society for 
Crippled Children and Adults, 11 S. LaSalle Street, Chicago 3, 1953. 


This monograph is an outgrowth of the first National Con- 
ference On Rehabilitation Centers, as a result of which de- 
wailed descriptions of 40 rehabilitation centers in the United 
States were compiled. It is pointed out in the monograph that 
“these forty centers probably are representative of all the 
centers in the country but they do not constitute a listing of 
every center in the United States. They range from teaching 
centers which are part of great universities to small curative 
workshops with one or two therapists serving outpatients.” 
The book contains a general review of rehabilitation centers, 
teaching and research centers, centers located in and operated 
by hospitals and medical schools, community centers with 
facilities for inpatients, community outpatient centers, insur- 
ance centers, and vocational rehabilitation centers. It will be 
most useful to all interested in rehabilitation. In addition to 
simply listing the names of the forty centers, it contains brief 
discussions of the activities and problems encountered by each 
of them. Comparisons are made between the centers, and such 
interesting data as the approximate cost of the physical plant, 
the approximate annual operating cost, total floor space, and 
the amount of personnel in each is tabulated. The wide differ- 
ence between the rehabilitation centers described is accounted 
for by the fact that each is set up to meet the specific needs 
of the community it serves. 


Techniques of Tuberculin Testing and BCG Vaccination. U. S. Depart- 
ment of Health, Education, and Welfare, Public Health Service, Division 
of Chronic Disease and Tuberculosis of Bureau of State Services. Public 
Health Service publication no. 182. Paper. 55 cents. Pp. 44, with 19 
illustrations. Superintendent of Documents, Government Printing Office, 


Washington 25, D. C., 1953. 


This handy, easily read, loose-leaf manual briefly outlines 
and illustrates the established techniques of BCG vaccination 
and tuberculin testing. It is intended as a guide to professional 
technicians in the application of these procedures and as an 
aid to planning an efficient program for the use of the vac- 
cine as a partial immunizing agent against tuberculosis in 
persons particularly vulnerable to exposure. The manual pro- 
vides concise directions for screening candidates for vaccina- 
tion as well as precautions in the care of equipment and ma- 
terials needed for proper conduct of both procedures. It will 
be highly useful to all clinical and technical personnel of 
health departments, particularly in those areas where detailed 
instructions for the procedures have not been adopted by local 
authorities. The manual is clearly printed, and its cost is 
commensurate with economical distribution. 


Ear, Nose, and Throat Diseases for Medical Students. By William 
McKenzie, M.B., B.Chir., F.R.C.S., Surgeon, Royal National Throat, Nose 
and Ear Hospital, London. Cloth. $5.50. Pp. 260, with 95 illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford Aves., Balti- 
more 2; E. & S. Livingstone, Ltd., 16 and 17 Teviot Place, Edinburgl» 1, 
1953, 


The aim of this book is to be interesting rather than ex- 
haustive. The author believes that if it can stimulate the Eng- 
lish undergraduate medical student to read a larger book on 
diseases of the ear, nose, and throat, it will have served its 
purpose. The book is written in a simple, highly personalized 
conversational style and contains numerous homely observa- 
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tions and reflections based on the author’s experiences in this 
special field. “Diseases of the ear, nose, and throat,” he asserts, 
“are common in general practice. The specialty is unpopular 
with medical students and doctors because of the difficulty with 
various examinations. These need practice but no great in- 
telligence.” And again, “Frequent colds is a fact which I re- 
cord in the notes, but which I treat with reserve. I have two 
children myself and know how common coughs and colds are 
in young children—if a dozen children are invited to a Christ- 
mas party we are lucky if eight arrive.” American otolaryn- 
gologists will not always agree with some of the comments 
expressed, but by and large this will be due to differences of 
opinion founded on dissimilar experiences and interpretations 
of medical events. 


Salt and the Heart. By Edward T. Yorke, M.D., Attending Cardiologist, 
Alexian Brothers Hospital, Elizabeth, N. J. Cloth. $3.45. Pp. 83, with 
illustrations. Drapkin Books, 36 East 19th Street, Linden, New Jersey, 
1953. 


This small volume is written for the laity. It deals with the 
role of salt in cardiovascular diseases. The author is abreast 
of the time in his discussion of the value of salt and of the 
role of salt in high blood pressure and in the failing heart. The 
last few chapters give an analysis of the salt content of 
various foods. The book should be of value to persons con- 
cerned about the low-sodium diet. 


A Handbook for Dissectors. By J. C. Boileau Grant, Professor and 
Director of Department of Anatomy, University of Toronto, Toronto, 
Ontario, and H. A. Cates, Professor of Anatomy, University of Toronto. 
Fourth edition. Cloth. $3.50. Pp. 425, with 26 illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 1953. 


This excellent book is the product of 17 years of continu- 
ous use by the authors in a well-managed dissecting room. 
The foundation of diagnosis and surgery must be anatomy: 
He who would repair the machine must trouble to know its 
parts. The reduction in time available for dissection in the 
medical course, however, has made good plans and guides 
increasingly important. Four editions and several reprints of 
this book are evidence that it has been meeting a need and 
are evidence of continuous solicitude by the authors and con- 
tinuous appreciation by other teachers of anatomy. In this 
edition, experience and, perhaps, the recent development of 
thoracic surgery have led to rearrangement and amplification 
of the section on the thorax. 


Modern Clinical Psychiatry. By Arthur P. Noyes, M.D., Superintendent, 
Norristown State Hospital, Norristown, Pennsylvania. Fourth edition. 
Cloth. $7. Pp. 609. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; W. B. Saunders Company, Ltd., 7 Grape Street, Shaftes- 
bury Avenue, London, W.C.2, 1953. 


This new edition of what is possibly the best general text- 
book of psychiatry written and published in this country con- 
tains many sections that are revised and many that are com- 
pletely new. There is a greater emphasis in this edition on 
psychological influences and motivations in the production of 
personality disorders. The principles of basic psychiatry are 
presented more fully, and the genetic and dynamic concepts 
are expanded. Although the author is not a psychoanalyst, 
he presents many of the most important currently accepted 
psychoanalytic concepts. The classification of mental disorders 
that is used is the standard nomenclature adopted by the 
American Psychiatric Association. An excellent bibliography 
is included at the end of every chapter. The book should be 
an invaluable textbook not only to psychiatrists but to phy- 
sicians in other specialties, medical students, and persons in 
related fields such as nursing, social work, and psychology. 








DRUG TREATMENT OF PULMONARY TUBERCULOSIS 


To THE Epitor:—The chest roentgenogram of a 36-year-old 
patient shows a questionable tuberculous lesion in the right 
apex at the right front first interspace. In a 60-year-old 
patient the roentgenogram shows a partially calcified area 
in the second left front interspace. They have both been 
given dihydrostreptomycin for two months. Is it advisable 
to give isoniazid at the same time other therapy is used? 
What company makes isoniazid? What further therapy 
would you suggest in these cases? M.D., Pennsylvania. 


ANSWER.—The inquirer does not ask about the propriety 
of treating these patients. Since the diagnosis in one was 
“questionable” and the other had a “calcified area,” there is 
a need for finding tubercle bacilli before launching into a 
long treatment involving not a few hazards. It is almost man- 


datory to be sure that an active tuberculous infection is 


present before good results can be expected. 


As to proper method of treatment, streptomycin and di- 
hydrostreptomycin are not given alone any more, since the 
bacilli soon develop resistance in about 80% of the cases. 
Until recently p-aminosalicylic acid was also given in 3 gm. 
doses four times a day. Now isoniazid can be given in doses 
of 3 to 4 mg. per kilogram of body weight in divided doses 
three to four times a day along with the streptomycin drugs. 
Isoniazid alone also tends to engender resistance in the bacilli. 
When given with the other drugs this resistance is about a third 
of that when the drugs are given alone. 

Almost all the drug houses in the world are making isoniazid 
under their own trade names. Certainly every one of about 
two dozen drug houses in America is making it. Further 
therapy should be based on the clinical, x-ray, and laboratory 
findings in the respective cases. Control work is almost as 
essential as it is in diabetes. The prognosis under the circum- 
stances cannot very well be given without more information. In 
addition to control of the bacilli and bacillary resistance, a rest 
regimen should be carried out for a period, with a gradual in- 
crease in exercise as the clinical conditions warrant. 


RESORPTION OF EXCESS SUBCUTANEOUS FAT 


To THE Epiror:—I/ would like information on the hastening 
of resorption of excessive subcutaneous deposits of fatty 
tissue. Elman has reported the rapid absorption of 5% 
protein (Amigen) after subcutaneous deposit by clysis, with 
the aid of hyaluronidase. Shafiroff reports similar results 
with the subcutaneous clysis of 10% fat emulsion, with the 
aid of the enzyme, without side-effects and without a 
residue of fat remaining at the clysis site. Elsewhere, 
methods taken presurgically in vital staining of lymph nodes 
and channels in cancer surgery demonstrate the clear de- 
lineation of such channels by dye plus hyaluronidase. Is it 
rational to use exercise and manual massage to break down 
the cellular structure of the fatty deposit, to follow this with 
injection of the area with the enzyme, and to expect a more 
rapid absorption of such fat deposits? W_D., California. 


ANSWER.—Two questions have been propounded, one of 
them dealing with the use of exercise and massage to break 
down the cellular structure of subcutaneous fat. The answer 
to this question can be found in a communication by Frank 
H. Krusen in THE JOURNAL, Jan. 24, 1953, page 296. Two 
quotations may be cited from this communication: “There is 
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no scientific proof whatever that massage of any type can be 
effective as a reducing measure,” and “ the value of 
nearly all of these devices (for ‘spot reducing’) is absolutely 
nil. . . .” In regard to the second question, hyaluronidase 
is really a spreading agent, and there is little or no evidence 
that it increases the absorption from the subcutaneous tissyes 
of any fluid except isotonic sodium chloride solution. 


INTRAPERITONEAL ADMINISTRATION OF 
SALINE SOLUTION 


To THE Epitor:—When it is difficult in children to give nop. 
mal saline solution intramuscularly, rapidly, and in sufficient 
amounts, is it rational to give it intraperitoneally? 

H. E. Dester, M.D., Jagdeeshpur, India. 


ANSWER.—Intraperitoneal injection of selected fluids has jts 
advocates and is rational. If large amounts of parenterally ad- 
ministered fluid are desired and other routes are not available. 
or in the situation cited, isotonic sodium chloride solution js 
well tolerated intraperitoneally. This route should not be used 
if abdominal distention, peritonitis, or dyspnea from pneumonia 
exists, nor within 12 hours of laparotomy. In dehydrated infants 
and children, from 60 to 100 cc. of isotonic sodium chloride 
solution per kilogram of body weight may be given in from 15 
to 20 minutes and be quickly absorbed, if the contraindica- 
tions mentioned do not exist. 


INTOLERANCE TO IRON THERAPY 

To THE Epitor:—Please outline the treatment of patients with 
anemia who require iron but who manifest various degrees 
of intolerance. My patient becomes ill, with nervousness, ma- 
laise, and irritability, regardless of what type of iron is given 
or whether it is given orally, intravenously, or subcutane- 
ously. Lloyd R. Hennig, M.D., Willows, Calif. 


ANSWER.—Inability to tolerate iron is a rare but occasion- 
ally encountered problem in the management of iron-deficiency 
anemia. Ferric cacodylate given intravenously is occasionally 
tolerated when ingested iron is not. If this has been tried 
unsuccessfully, it is probably best to resort to the use of a 
diet high in protein and iron content and to correct, as far 
as possible, such contributing factors as loss of blood, vitamin 
deficiency, a deficiency of thyroid secretion, and chronic 
infection. The diet should contain generous supplies of muscle 
meat and liver, leafy green vegetables, whole grain cereals, 
and possibly molasses and raisins. Supplements of amino acids 
may be desirable. 


THE ASCULTATORY GAP 


To THE Epiror:—In Queries and Minor Notes in THe Jour- 
NAL, Aug. 15, 1953, a correspondent, referring to the auscul- 
tatory gap in blood pressure readings, stated that he had 
seen only one case in 25 years. In my experience the phe- 
nomenon is extremely common. It is easy to avoid missing 
ig. The upper limit of systolic pressure is first estimated by 
inflating the cuff with a finger on the radial pulse and is 
then checked with the stethoscope. In cases in which an 
auscultatory gap occurs there is no coincident disappearance 


of the pulse. John Dardess, M.D., Chatham, N. Y. 


CORRECTION 


Actinic Dermatitis—In the query entitled “Actinic Derma- 
tatitis,” in THE JOURNAL, Nov. 28, 1953, page 1232, the term 
“p-aminosalicylic acid” in the fifth line of the answer was 
erroneous and should have been “p-aminobenzoic acid.” 
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